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IN X-RAY VISUALIZATION 


Reduced Hypermotility, Improved 


Delineation with Pro-Banthine*: Case History 


Basic film: pronounced hypermoatility of stom- 
ach and bulb; diagnosis not possible. 


J. R., male, age 50, when first seen* com- 
plained of severe abdominal pain of six 
weeks’ duration. Initial gastrointestinal 
roentgenologic examination revealed 
marked hypermotility of the stomach and 
duodenal bulb. Because of rapid emptying it 
was not possible to visualize a lesion either 
in the stomach or duodenal bulb. However, 
the patient’s symptoms strongly suggested an 
ulcer, and he was reexamined after the in- 
jection of 15 mg. of Pro-Banthine (brand of 
propantheline bromide) intramuscularly. A 
marked diminution in motility occurred and 
a huge gastric ulcer was easily visible on the 
lesser curvature at the junction of the upper 
and middle third of the stomach. 

This patient is now receiving 30 mg. of 
Pro-Banthine four times daily and gained 
8 pounds during the first ten days of therapy. 


Trial packages of Pro-Banthine and the new booklet, "Case 
Histories of Anticholinergic Action,” available on request... 
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Five-minute film after 15 mg. of Pro-Banthine 
intramuscularly: large gastric ulcer on lesser 
curvature clearly visualized. 


He was completely relieved of pain within 
twenty-four hours. The ulcer is presently 
healed and he is asymptomatic, six weeks 
following initiation of Pro-Banthine therapy. 
This is an excellent example of delineation 
of a lesion which escaped detection with the 
ordinary technique of gastrointestinal roent- 
genography. If an ulcer is suspected and the 
initial roentgenologic examination is nega- 
tive or inconclusive, the roentgenographic 
study should be repeated following the oral 
administration of 30 mg. or the intramuscu- 
lar injection of 15 mg. of Pro-Banthine. 
G. D. Searle & Co., Research in the Service 
of Medicine. 


*Roentgenograms and case history courtesy of I. Richard 
Schwartz, M.D., Kings County Gastrointestinal Clinic, 
Brooklyn, N. Y. 


P. O. Box 5110 C 
Chicago 80, Illinois 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice, It is the role of GP, official publication of 
the Academy, to provide « ly the best postgrad 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 


GP; published monthly by the American Academy of 
General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Broadway at 
Thirty-fourth St., Kansas City 11, Missouri. Publication Office 
(printed): 350 East 22nd Street, Chicago 14, Illinois. « One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries, Entered as second-class matter at the post office 
at Kansas City 8, Missouri, Additional entry at Chicago, 
Illinois. + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lokeside Press, Chicago. Copyright, 1956 by the 
American Academy of General Practice. 
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these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Emotional Problems of Adolescents. Hugh H. Hus- 
sey, M.D. The family physician can seldom qualify 
as an expert on these problems. However, with a 
common sense approach, he can help considerably to 
prevent or even to relieve the more serious problems. 


Amebiasis: Antibiotic Amebacides. Gordon McHardy, 
M.D. The incidence of ameliasis in the United 
States approximates. 4 per cent. This pictorial essay 
considers etiology, diagnosis, and programs of spe- 
cific treatment. 

Modern Concepts in the Management of Thoracic 
Trauma. John W. Strieder, u.o. In these days of 
raja transportation, serious thoracic injuries con- 
cern all physicians. This essay reviews the patho- 
logic physiology resulting from injuries to the chest 
and its contents, with a guide to the management of 
spectfie derangements. 


Allergic Accidents Resulting from Therapeutic Agents. 
W. C, Spain, m.p. and Vincent J. Fontana, un. 
In‘some ways the drug-drug reaction cycle is es- 
pecially vicious. Doctors Spain and Fontana dis- 
cuss diagnosis, treatment and prevention of mild 
and severe reachons to drugs, 


Ultrasonic Radiation in the Treatment of Epicondylitis. 
John H. Aldes, m.v. A new development in physio- 
therapy makes use of ultrasonic waves. This essay 
compares ultrasonics to other forms of conservative 
therapy tn “tennis elbow.”? 

Amputotions of the Lower Extremities. John B. Mc- 
Kittrick, u.p. When to amputate, where to ampu- 
tate, how to amputate—these are everyday questions, 
particularly in patients having arterial insuffi- 
ciency of the lower extremities. 


Psychologie Problems in Gynecologic Surgery —Somat- 
opsychic Conference. Edited by Marc H. Hollen- 
der, Mp. The physical aspects of hysterectomy may 
be well known to you. But what happens psycho- 
logizally when a young woman undergoes that op- 
eration because of cancer of the uterus ? 
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IN MODERATE TO SEVERE HYPERTENSION 
Each slow-dissolving tablet contains 1mg. 


4 Rauwiloid (alseroxylon) and 3mg. Veriloid 
(alkavervir)...permits lower, better-toler- 
J ated doses of Veriloid to exert full effect. 


cy Initial dose, one tablet, t.i.d., p.c. 


ae 


IN SEVERE, OTHERWISE INTRACTABLE HYPERTENSION 


a Provides smoother, less erratic response to 
wi oral hexamethonium and permits greatly re- 
duced dosage of the latter drug (up to 50% 
less). Each tablet contains Img: Rauwiloid 
and 250mg. hexamethonium chloride dihy- 
drate. Initial dose, 4% tablet q.i.d. 
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MEMO FROM THE PUBLISHER 


THE PHARMACEUTICAL INDUSTRY’S Continuing search for new and 
better products recently prompted an energetic statistician to 
point out that one new prescription-requiring product has gone 
on the market every day since 1947—including Sundays and 
holidays. Expressed more concisely, that’s about 3,300 new prod- 
ucts in less than nine years. Many products—many stories to 
tell about them. Small wonder that skywriting and banner-tow- 
ing dirigibles are the only advertising media we haven’t yet seen 
used. 

We are not preparing to beat the journal advertising drum. 
We recognize the very evident value and importance of technical 
exhibits, detailing and direct mail (when not used in compliance 
with the saturation theory). The manufacturer who puts all his 
eggs in any single advertising basket soon learns the fallacy of 
this unidirectional approach. 

No one can question the industry’s tremendous success and its 
many contributions to the nation’s health and welfare. Nor is it 
our intention to criticize promotional and advertising programs. 
At the same time, we wonder if a physician-industry seminar 
might not be mutually informative and beneficial. Small-scale 
programs, of a similar nature, have been presented by pharma- 
ceutical advertising clubs. These are to be commended. 

However, we would like to attend a symposium based on two 
premises: (1) Manufacturers want to sell their products; 
(2) Physicians, despite sporadic harangues, are honestly anxious 
to learn about new products. The problem, then, and it’s hardly 
a new one, is how to best resolve these two objectives to the 
mutual and continuing satisfaction of both parties. 

These comments are simply to stimulate interest in a pro- 
posed project. Perhaps industry representatives and selected 
physicians would profit from an informal get-together and a 
discusion of objectives. 

We’d only urge that participants remember the purpose of the 
meeting and that the program chairmen be persuaded not to im- 
port an assortment of pseudoexperts from unrelated fields to dis- 
cuss unrelated subjects. Attendance should be limited to industry 
representatives and physicians who have a direct interest in 
pharmaceutical advertising. 

There would presumably be no room for meaningless statis- 
tics or gobbledegook. There would be ample room for informal 
discussion and down-to-earth attempts to accomplish mutual 
objectives. Our sole contention is that certain problems seem to 
exist and can only be resolved via reciprocal understanding. It’s 
not an overnight assignment but one that seems well worth 
renewed and continuing effort. GP would welcome an oppor- 
tunity to cooperate. 

It’s a suggestion. We’d appreciate comments. 

—M.F.C, 
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SECRETARY'S NEWSLETTER 
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Significant Events 


Washington Meeting 
Unqualified Success 


Delegates Act on 
Social Security 


Nixon Pays Tribute 
To Family Doctors 


> More than 3,500 doctors attended the Academy's Eighth 
Annual Scientific Assembly in Washington last week. igh- 
lights of the four-day meeting included an emergency reso- 
lution disapproving HR 7225, a 25-minute address by Vice 
President Nixon, and the unanimous election of former Board 
Chairman Malcom E. Phelps, El Reno, Okla., as the Academy's 
new president-elect. Total registration, including exhib- 
itors, ladies and guests, was a record-shattering 7,128. 

Shortly after the Academy's policy-making Congress of 
Delegates convened, the executive secretary received word 
that HR 7225, the explosive social security amendments bill 
that provides OASI cash disability benefits, would probably 
be reported out by the Senate Finance Committee shortly 
after Congress takes its annual Easter vacation. Washington 
sources indicate that the objectionable cash disability 
feature, a primary target of the medical profession, will be 
deleted by the committee but promptly restored on the floor 
of the Senate. This is a common political maneuver. 


> Copies of the Academy resolution were mailed, during the 
Assembly, to all members of Congress. In addition, many 
delegates took advantage of the opportunity to visit their 
Congressmen. They learned that many senators and repre- 
sentatives have only an extremely sketchy idea of the bill's 
health program provisions. Academy members are urged to 
take advantage of the Easter recess by writing, calling 

or contacting their senators and expressing vigorous oppo- 
sition to HR 7225. 


At the opening session Delegates received reports from 
Academy officers and 17 standing commissions and 
committees. Later 24 resolutions were introduced. 
Reference committees labored many hours and listened to 
extensive debate before presenting their reports for consid- 
eration at the second and third sessions. 


> Vice President Nixon, quoting President Eisenhower, called 
the nation's family doctors "the backbone of the medical 
profession." Nixon praised the country's medical care sys— 
tem and pointed out that the government only wants to help 
improve the present system. He added that there is a ten- 
dency in Washington to adopt sweeping, drastic changes with- 
out a prior, planned attempt to improve the status quo. 

On the subject of health insurance, Nixon said it should 
be available to everyone who wants it but that no one should 
be compelled to carry insurance that he doesn't want or 
need. Thus Nixon opposes the cash disability benefits 
provision of HR 7225. Under the House-approved bill, every 
participant in the social security program would be paying 
compulsory disability income insurance premiums. 

Two days later, HEW Secretary Folsom boarded the bandwagon 
when he told the Senate Finance Committee that he also wants 
no part of the cash disability program. On March 24, Senate 


Majority Leader Lyndon Johnson (D-Tex.) resigned from the 
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Fowier Hands Gavel 
To President DeTar 


Fount Richardson 
Elected by Board 


Coggeshall Opens 
Scientific Session 


California Formula 
Uses Point System 


powerful committee. Administration support, while welcome, 
does not mean ultimate victory for the medical profession. 
Personal greetings from the President, in the form of a 


letter addressed to the executive secretary, were published 
n the Daily Bulletin. 


> At the impressive annual inauguration ceremonies, Retiring 
President John R. Fowler, Barre, Mass., handed the Academy 


gavel to incoming President J. S. DeTar, Milan, Mich. Dr. 
DeTar outlined the Academy's program for the year during 
which he will head the nation's second largest medical 
association. More than 4,000 doctors, wives and guests 
attended the President's reception. 

Other eminently successful functions included the ladies' 


luncheon—fashion show and the police-—escorted children's 
tour. 


> Dr. Fount Richardson, Fayetteville, Ark., was elected 
Chairman of the Board of Directors at the new Board's first 
post—Assembly meeting in Washington, D.§ C. New Board mem— 
bers are Drs. Floyd C. Bratt, Rochester, N. Y.; John G. 

st Sacramento, Calif.; and Carleton R. Smith, Peoria, 

The Board appointed Dr. Charles E. Martin, St. Louis, Mo., 
treasurer of the Academy. With Chairman Richardson, Dr. 
Martin, President-elect Malcom Phelps, and Dr. Fred Simonton 
of Chickamauga, Ga., compose the Executive Committee. 

The Congress of Delegates elected Dr. William M. Sproul, 
Des Moines, Iowa, vice president of the Academy. Dr. James 
D. Murphy, speaker of the Congress, was re-elected and 
Dr. Horace W. Eshbach, Drexel Hill, Pa., was named vice 
speaker. 


> Washington's National Guard Armory was packed when 

the scientific program opened on Monday with an address by 
Dr. Lowell T. Coggeshall, Special Assistant for Health anc 
Medical Affairs in the Department of Health, Education and 
Welfare. Dr. Leonard Scheele, Surgeon General of the United 
States Public Health Service, was featured on the program 
that afternoon. A panel discussion on "Disturbances and 
Disorders of Demeanor," presented on the platform that day, 
received the audience's rapt attention. 

Certainly, one of the most unusual programs ever enjoyed 
by a medical group was presented on Tuesday by Dr. W. 
Proctor Harvey of Washington. He presented a live clinic 
to demonstrate curable heart disease. 

At_the close of four days of intensive postgraduate teach- 
ing presented by an outstanding array of lecturers, the 
Assembly closed with a stirring address by Dr. Francis C. 
Wood of Philadelphia. I1t consisted of a discussion of the 
socioeconomic trends which set the pattern in "A Look at 
Tomorrow's Medicine." 


> The California Medical Association last week announced 
results of a three-year study to establish a relative value 
fee scale based on the point or unit system. The associa- 
tion's Committee on Fees has established a standard nomen- 
clature and descriptions for 1,000 services. 
Under the plan, both a hospital visit and a follow-up 
office visit have a point value of 1. The first cffice 
visit, which usually includes both a history and a physical, 
has a point value of 2. The fee for a tonsillectomy is 
43 per cent of the fee for an appendectomy. 

The association hopes the plan will be of value to pa- 
tients, insurance companies, and the medical profession and 


that it will eliminate the existing "chaotic situation." 
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OUTMODED 


as old-fashioned laxatives 


MODANE 


new nutritional deconstipant 


— 


Not that we think you're sfill 
prescribing 1890-vintage laxatives, but... 


FOR THE FIRST TIME YOU CAN NOW PRESCRIBE 
THE TRULY MODERN MODANE THERAPY FOR | 
CONSTIPATION AND THE ATONIC BOWEL! 


© Over-Night Relief through the gently persuasive bowel regulation of Danthron 
® Resto-ation of Motility by gradval nutritive rehabilitation of the flaccid, 
atonic bowel muscle with Pantothenic Acid 
_For the first time . . . these two drugs are combined to accomplish this complete 
Modane therapy. 
MODANE Tablets, Warren-Teed—1,8 dihydroxyanthraquinone (danthron) 
75 mg. and d-calcium pantothenate 25 mg. Bottles of 100, 500, 1,000. 


THE WARREN-TEED PRODUCTS CO. COLUMBUS 8, OHIO 
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This case is another example of the life-saving 
potential of BRONKEPHRINE. No longer is it necessary to 
expose your asthmatics (even if hypertensive) to the 
risk of heightened blood pressure. An effective 
bronchodilator without pressor side effects — 
BRONKEPHRINE— is at hand. 


Distinguished authors consistently reveal that the 
much-sought-after bronchodilator without 
significant side reactions has been found 
with the discovery of BRONKEPHRINE. 


BRONKEPHRINE'’s lack of pressor effect!»?-5 
is of “... major importance in treating 
patients in whom hypertension or cardiac 
disease is a problem,””! or, for that 
matter, in treating any asthma patient. 
Along with this welcome fact, add the 
advantage of BRONKEPHRINE’s lack of 
level of CNS 
stimulation far lower than that 
of epinephrine.°® 
One clinician found this property 
of BRONKEPHRINE to be of benefit 

. particularly in the 
control of asthma in children.”! 


But what about BRONKEPHRINE in 
long-term therapy? One reason why 
BRONKEPHRINE has been called a 
“superior tool for the treatment of 
bronchial asthma”! has been its 
relative lack of tolerance, a clear 
advantage in long-term management. 
So why not use BRONKEPHRINE as your 
bronchodilator of choice in any asthma? 
It tends to develop tolerance 

“. .. far less frequently and to a 

lesser degree than epinephrine.”! 


Bronkephrine® 


(ETHYLNOREPINEPHRINE BREON ) 


is available in 10 cc. multidose vials 
containing 2 mg. BRONKEPHRINE per CC. 


Write to this address for more 
information, or a clinical sample, 

for your practice. 

George A. Breon & Company 

1450 Broadway, New York 18, N. Y. 
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School Med. Univ. Maryland 31 (No. 1), 1946, 
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J. Pharmacol. & Exper. Therap. 71:62, 1941. 


Breon 


V. L., age 56, Status asthmaticus. Under oxygen, 
B.P, 134/92. BRONKEPHRINE intravenously — 
“dramatic” result, “...no rise in blood pressure or 
any other side reaction.”1 Oxygen not needed again. 
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lanta, Ga.; Fay A. LeFevre, m.p., Cleveland, Ohio 


Chemotherapy, Antibiotics and Infectious Diseases: Harry F. Dow- 
ling, M.p., Chicago, Ill. ; Maxwell Finland, m.p., Boston, Mass. ; 
Theodore E. Woodward, M.p., Baltimore, Md. 


Colon and Rectal Diseases: R. Kennedy Gilchrist, m.p., Chicago, 
Ill. 


Deficiency Diseases: W. H. Sebrell, Jr., m.p., New York City, 
N.Y.; Tom D. Spies, m.p., Chicago, Ill. 


Dermatology and Syphilology: Leon Goldman, m.p., Cincinnati, 
Ohio; Donald M. Pillsbury, m.p., Philadelphia, “ye Richard 
L. Sutton, Jr., M.p., Kansas City, Mo. 


Diseases of the Chest: Andrew L. Banyai, M.p., Milwaukee, Wis.; 
John Seabury, m.p., New Orleans, La.; Maurice S. Segal, 
M.D., Boston, Mass.; Julius Wilson, m.p., Philadelphia, Pa 


Endocrinology: Roberto Escamilla, M.p., San Francisco, Calif.; 
Arthur Grollman, m.p., Dallas, Texas; E. H. Hashinger, M.p., 
Kansas City, Mo.; William Parson, m.p., Charlottesville, Va. 


Endoscopy: Edward B. Benedict, m.p., Boston, Mass.; Chevalier 
L. Jackson, m.p., Philadelphia, Pa. 


Gastroenterology: Lt. Col. Eddy D. Palmer, m.p., Washington, 
D.C.; Martin E. Rehfuss, m.p., Philadelphia, Pa. 


General Medicine: J. H. Comroe, Jr., M.p., Philadelphia, Pa.; 
Harry Gold, m.p., New York City, N.Y.; Harold Jeghers, 
M.D., Washington, D.C.; John C. Krantz, Jr., pu.p., Balti- 
more, Md.; John P. Merrill, m.p., Boston, Mass.; William D. 
Paul, m.p., Iowa City, Ia.; Wallace M. Yater, M.p., Washing- 
ton, D.C. 
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Good medical education is the key to America’s good health. We salute our medical schools during. . . 
MEDICAL EDUCATION WEEK APRIL 22-28 


because 

your allergic patients 
need a lift 

a new 


(tripeiennamine hydrochloride and methyl-phenidylacetate CIBA) 


new, mild stimulant 
and antihistamine 


boost their spirits... relieve their allergic symptoms 


So often the allergic patient is 
tired, irritable, depressed—mentally 
and physically debilitated. Frequent- 
ly, antihistaminic agents themselves 
are sedative, adding to this already 
fatigued and disconsolate state. 


Plimasin, because it combines a 
proved antihistamine with a new, 
mild psychomotor stimulant, over- 
comes depression and fatigue while 
it achieves potent antiallergic ef- 
fects. Its new stimulant component 
—Ritalin—is totally different from 
amphetamine: smoother, gentler in 
action, devoid of pressor effect. 


DOosAaGE: One or 2 tablets as required, 


Each Plimasin tablet contains 25 mg. Pyri- 
benzamine® hydrochloride (tripelennamine 
hydrochloride CIBA) and 5.0 mg. Ritalin® 
(methyl-phenidylacetate CIBA). 


C IBA summer, 


Volume XIII, Number 4 


| 
| PA: 
UP 
‘> Y 
| 
\ 
4 | = 
} 
12 


General Surgery: Arthur W. Allen, m.p., Boston, Mass.; H. Glenn 
Bell, m.p., San Francisco, Calif.; Frederick A. Coller, m.v., 
Ann Arbor, Mich.; Robert Elman, m.p., St. Louis, Mo.; 
L. Kraeer Ferguson, M.p., Philadelphia, Pa.; Philip Thorek, 
M.D., Chicago, Ill. 


Hematology: Robert J. Gilston, m.p., Amsterdam, N.Y.; William 
J. Harrington, m.p., St. Louis, Mo. 


Industrial Medicine: Earl F. Lutz, m.p., Detroit, Mich. 


Laboratory Medicine and Pathology: Douglas Sprunt, M.D., Mem- 
phis, Tenn. 


Military Medicine and Civil Defense: General William R. Lovelace, 
Albuquerque, N.M. 


Neoplastic Diseases: Leland R. Cowan, m.p., Salt Lake City, 
Utah; Lowell A. Erf, m.p., Philadelphia, Pa. 


Neurology and Neurologic Surgery: Howard C. Naffziger, M.D., San 
Francisco, Calif.; James L. O’Leary, M.p., St. Louis, Mo. 


Obstetrics and Gynecology: Allen C. Barnes, m.p., Cleveland, 
Ohio; Robert J. Crossen, m.p., St. Louis, Mo.; Ernest W. 
Page, M.D., Berkeley, Calif.; John L. Parks, m.p., Washington, 
D.C. 


Ophthalmology: Francis H. Adler, m.p., Philadelphia, Pa.; 
Lawrence T. Post, m.p., St. Louis, Mo. 


Oral and Plastic Surgery: Paul W. Greeley, m.p., Chicago, IIl.; 
V. H. D. Kazanjian, m.p., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, m.p., Chicago, IIl.; 
J. Albert Key, m.p., St. Louis, Mo. 


Otolaryngology: Dean M. Lierle, m.p., Iowa City, Ia. 


Pediatrics: Harry Bakwin, m.p., New York City, N.Y.; Frederic G. 
Burke, m.p., Washington, D.C.; Katharine Dodd, m.p., Little 
Rock, Ark.; Irvine McQuarrie, M.p., Minneapolis, Minn. 


Physical Medicine and Rehabilitation: Howard A. Rusk, m.p., New 
York City, N.Y. 


Preventive Medicine, Public Health and Statistics: Odin Anderson, 
PH.D., New York City, N.Y.; Leonard Scheele, m.p., Wash- 
ington, D.C. 


Psychiatry: O. Spurgeon English, m.p., Philadelphia, Pa.; Ian 
Stevenson, M.D., New Orleans, La.; Stewart Wolf, m.p., Okla- 
homa City, Okla. 


Radiology: Ross Golden, m.p., Los Angeles, Calif.; E. P. Pender- 
grass, M.D., Philadelphia, Pa.; Leo G. Rigler, m.p., Minne- 
apolis, Minn. 


Rheumatic Disorders and Arthritis: W. Paul Holbrook, m.p., Tuc- 
son, Ariz. 


Tropical Medicine: William A. Sodeman, m.p., Columbia, Mo. 


Uretogy: J. A. Campbell Colston, m.p., Baltimore, Md.; Robert 
Lich, m.p., Louisville, Ky. 
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HARRY C. MOORES 


CHAIRMAN OF THE BOARD 


announces: on March 1, 1956 


LABORATORIES 


BORATORIES 


This action is taken in the tenth year after the death of 
Stanley M. Ross, to commemorate the contribution of the co- 
founder of our company. The career of Mr. Ross coincided 
with the development of pediatrics as a science. Through close 
liaison with the physician and the research scientist, men of 
industry such as Mr. Ross aided in the development and 
application of new knowledge in scientific infant feeding that 
resulted in a constant reduction in the incidence of nutritional 
problems and consequent infant mortality, 


The change in name signifies no change in organization, in 
personnel or in policy. On the contrary, we herewith reaffirm 
the principles which have guided us during the past 53 years. 


Promotion of our product, Similac, will be restricted, as it 
always has been, to the medical professions. We hold inviolate 
the prerogative of the physician to prescribe infant feeding 
according to his judgment, and believe that only he has the 
training and experience necessary to select and prescribe the 
formula and other elements of the dietary, and to direct the 
preventive care of the infant. 


Because of the close interrelation between nutrition and dis- 
ease states, and because nutrition becomes particularly criti- 
cal in disease conditions, the proper application of the findings 
from research in nutrition requires the special skill of a 
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This Month's Authors 


Irving M. Ariel, M.D. is making his second appearance in GP with his 
article, “Treatment of Tumors of the Parotid Salivary Gland.” Dr. Ariel’s dis- 
cussion of treatment of tumors of the thyroid gland appeared in the November, 
1952, issue. Dr. Ariel is a surgeon associated with the Pack Medical Group in 
New York City, and assistant clinical professor of surgery at New York Medical 
College. He holds memberships in the American Radium Society and the Society 
for Cancer Research, is co-editor with Dr. George T. Pack of forthcoming vol- 
umes, Treatment of Cancer and Allied Diseases, a comprehensive clinical treatise 
to be published in the near future. 


Charles Ashley Richard Connor, M.D. collaborated with Dr. Maurice F. 
Deraney in preparing the article, ‘The Cardiac Patient Going to Surgery.” Dr. 
Connor is that rara avis, a native New Yorker. He took his medical work in the 
east, and, since 1935, has been in private practice in New York, limiting himself 
to internal medicine and cardiovascular disease. He teaches medicine at New 
York University College of Medicine, is medical director of the American Heart 
Association and a member of the medical advisory committee for Irvington House. 
He has authored many publications on rheumatic fever and heart disease, 
makes his initial GP bow in this issue. 


Gordon D. Currie, M.D. is presently instructor in medicine at the University 
of Rochester School of Medicine, and assistant physician at Strong Memorial 
Hospital and Rochester Municipal Hospital. The author of “The Medical 
Treatment of Essential Hypertension” was born in Liverpool, England, educated 
at the University of Liverpool, came to this country in 1944 on a Rockefeller 
fellowship, completing his medical training at Johns Hopkins University. Intern- 
ship there was followed by a return to the University of Liverpool and service in 
the Royal Army Medical Corps, after which Dr. Currie returned to the United 
States, where, in addition to other duties, he has established private practice. 


Alan F. Guttmacher, M.D. is director of the department of obstetrics and 
gynecology at New York City’s Mt. Sinai Hospital, and clinical professor of 
obstetrics and gynecology at Columbia Medical School. The author of ‘Multiple 
Pregnancy: Biologic Aspects” is vice-president of the Planned Parenthood 
Federation from which he won a Lasker Award in 1947. He is interested in many 
phases of his specialty, in addition to multiple births. Dr. Guttmacher has pub- 
lished extensively on infertility, contraception, induction of labor and the history 
of medicine. He has authored several books, among them Practical Obstetrics and, 
for the layman, Having a Baby. 

Raymond F. Kaiser, M.D. holds an important post at the National Institutes 

of Health, Bethesda, Md., where he plans and directs the cancer control activities 

of the National Cancer Institute. His work has well qualified him to write on 

**Cytology as an Aid to the Diagnosis of Uterine Cancer.” Dr. Kaiser was born in 

Ellis, Kans., took his medical degree at the University of Colorado and a master’s 

degree in public health at Harvard University. His work in the United States 

Public Health Service took him to all parts of the country, to the Aleutian Islands 

and Bering Sea before setting him down in Bethesda. He teaches at Georgetown 

University Medical School, is consultant to Boston’s Children’s Hospital. 
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eeeamong other things...which distinguishes 
Vi-Penta Drops 'Roche.' Since all 


multivitamin solutions tend to lose 


strength in time, vi-Pent® Drops 


are dated to assure full label potency. 


Just 0.6 cc daily provides required 
amounts of A, C, D and B vitamins 
(including Bg), and you'll find that both 
mothers and youngsters like them because 
they're easy to give and easy to take. 


Hoffmann - La Roche Inc ¢ Nutley 10° N. J. 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Applause for HR 7225 Witnesses 


Dear Dr. Fowler: 

The American Medical Association deeply appreciates 
your sending Dr. Cyrus Anderson, Mr. Mac F. Cahal and 
Dr. R. B. Robins to Washington to appear before the Sen- 
ate Finance Committee relative to HR 7225. It is our under- 
standing that your witnesses did a very nice job in placing 
before the Senate Committee pertinent facts relative to the 
provisions of this bill. 

Georce F. m.p. 

Secretary and General Manager 
American Medical Association 
Chicago, Ill. 


The full testimony of these Academy representatives will be 
found on page 165 of this isswe—PUBLISHER 


Further Word on Hypopotassemia 


Dear Dr. Hussey: 

In reviewing the classification of “Causes of Muscular 
Dysfunction” in the excellent article by Grob in your May, 
1955 issue of GP, it is not mentioned that the recent work 
of J. Conn, et al., in this country, and others abroad, has 
shown the hypopotassemia of potassium-losing nephritis 
and familial periodic paralysis are synonymous for “pri- 
mary aldosteronism” due to tumor or hyperplasia of the 
adrenal cortex. 


D. KoLtMan 
Ann Arbor, Mich. 


This letter was sent to Dr. Grob for comment. His reply 
/cllows.—Mepicat Eprror 
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Dear Dr. Hussey: 

In answer to Dr. Kollman’s inquiry, I would like to state: 

Hypopotassemia of severe degree may result in muscular 
weakness, and even paralysis. When the hypopotassemia is 
due to potassium-losing nephritis, malabsorption, excessive 
administration of desoxycorticosterone acetate, or adminis- 
tration of insulin and glucose, weakness usually does not 
occur unless the serum potassium concentration falls below 
2 mEq./L. Hypopotassemia may also occur as the result of 
excessive secretion of adrenal cortical hormones, as in “‘pri- 
mary aldosteronism” or other variety of adrenal cortical 
hyperplasia or tumor, and in this situation, too, the weak- 
ness is not likely to be marked unless the serum concentra- 
tion falls below 2 mEq./L. 

In familial periodic paralysis, on the other hand, mus- 
cular weakness of severe degree may occur following much 
less marked reduction in serum potassium concentration. 
In this disease profound weakness may occur following re- 
duction in serum potassium concentration below 3 mEq./L, 
and occasionally weakness may occur while the serum po- 
tassium concentration is within the normal range. This is 
probably due to the movement of potassium into the volun- 
tary muscles during the evolution of an attack in this dis- 
ease. 

Weakness associated with hypopotassemia due to any 
cause is probably due to an increase in the concentration 
gradient of potassium between the inside and outside of the 
muscle membrane, which results in hyperpolarization of the 
muscle membrane and renders it less susceptible to the 
effect of nerve stimulation. 

Davin Gros, M.D. 
The Johns Hopkins Hospital 
Baltimore, Md. 


MODERN MEN OF MEDICINE PREFER TRIVA... 


the modern 12-day treatment for all 3 types of vaginitis 


Fast, simple, effective, TRIVA disintegrates microbes. Its powerful detergent surface- 
acting agent, plus a chelating agent, annihilates microorganisms, leaving the vaginal 
cavity clean and free of detritus. 

A non-toxic, non-irritating, non-staining vaginal douche, TRIVA is SAFE... even 
during pregnancy. Effective in any pH medium. Clinical tests have proved TRIVA 
highly effective against Trichomonal, Monilial and non-specific cases of vaginitis. 
AVAILABLE AT ALL PHARMACIES in convenient packages of 24 individual 3 Gm. packets, 
each containing 35% AlkylAryl sulfonate (surface active and detergent), .33 % Disodium 
ethylene bis-iminodiacetate (chelating agent), 53% Sodium sulphate, 2% Oxyquinoline 
sulfate and 9.67% dispersant. 


Full treatment package and literature on request. 


BOYLE & COMPANY: Bell Gardens, California 


: 

BOYLE 


They Make It Unanimous 


Dear Sirs: 

At our Renville-Redwood County Medical Society meet- 
ing on January 17, 1956, a discussion of the problems of 
the general practitioner, as they relate to his hospital priv- 
ileges, came up. 

A splendid article by Dr. DeTar was summarized and 
our society is in unanimous accord with the recommenda- 
tions for action as presented on page 131 of the January, 
1956 issue of GP. 


J. F. Haas, M.p. 
Secretary-Treasurer 
Renville-Redwood County Medical Society 


Fairfax, Minn. 


“Injection Doctor” Gets the Needle 


Dear Sirs: 

Reference is made to the correspondence in the January 
issue of GP between Drs. Sarasohn and Reeves on the one 
hand and Dr. J. R. Jarvis on the other, concerning pan- 
hematinics and parenteral injections for simple iron defi- 
ciency anemia. 

To my mind, “shot-gun” multiple drug therapy implies 
faulty and insecure diagnosis. Multiple unnecessary drugs 
may not harm the patient, but they also may not help him, 
and they will certainly add to the cost of his medical care. 

I would also like to register a protest against the “‘injec- 
tion doctor.” Many physicians in many areas are known for 
giving large numbers of routine “shots” : liver and vitamins 
and hormones nonspecifically for treatment of conditions 
which, for the most part, are neuroses. It is my belief that a 
drug should never be given parenterally when it can be 
given with equal effectiveness by mouth. Placebos have a 
place, but sound psychotherapy involves time, patience, 
considerate understanding and a sympathetic ear, none of 
which are utilized when a needle is thrust into the gluteus 
muscle. The public has begun to suspect that “shots” are 
often given for the sake of the fee. 

Can the doctor who gives a lot of “shots” honestly justify 
the position that these injections are for the welfare of the 
patient and not for the sake of the fee? 

Cuartes H. KNICKERBOCKER, M.D. 
Bar Harbor, Me. 


Not One Left! 


Dear Mr. Cahal: 

The executive board and members of the Section on Gen- 
eral Practice of the Los Angeles County Medical Associa- 
tion wish to thank you for your kindness in sending us such 
a vast number of reprints concerning the American Acad- 
emy of General Practice and GP. 

These were distributed at the Mid-Year Convention at 
the Biltmore Hotel, and the Cavalcade of Health and Med- 
ical Progress at Shrine Auditorium. Of all the material you 
sent us, not one piece was left! Much of it was requested by 
the large number of school teachers who visited the ex- 
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hibits at the Shrine, so we feel it has been dispersed to a 
great many people who will consider the information 
thoughtfully. 

Our exhibit booth was manned by members of our Sec- 
tion on General Practice, as well as members of the Los 
Angeles chapter of the AAGP. So far as we personally are 
concerned, we had excellent cooperation, and we especially 
appreciate your part in furnishing us with so much ma- 
terial. 

Rosert L. BLackMun, M.D. 
Secretary, Section on General Practice 
Los Angeles County Medical Association 
Los Angeles, Calif. 


Newcomer's Assurance 


Dear Mr. Cahal: 

Thank you so much for your prompt reply to my recent 
letter requesting help in finding a family doctor. 

I was greatly pleased to get all the information I re- 
quested. This makes me feel so much safer in a new place. 

I shall follow all the instructions in your letter. However, 
from a long association with many doctors I can usually tell 
one who knows what he’s doing. My problem was who to go 
to and where to start. This you have solved for me. 

Thanks again, so much—you offer a great and needed 
service in this country. 

Mrs. Leopotp Sweet 

Wadsworth, Ohio 


“No, of course not... but you'd be surprised at 
my record of speedy recoveries when they see it!" 
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the most potent antipruritic 


invaders» 


Squibb Fludrocortisone Acetate with Spectrocin (Squibb Neomycin-Gramicidin) 


Florinef-S Lotion (liquid vanishing cream base), 
0.05% and 0.1%, 15 mi. plastic squeeze bottles. 
Florinef-S Ointment, 0.1%, 5 Gm. and 20 Gm. tubes. 
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pronounced 
MUSCLE-RELAXING ACTION 


For significant relief in myositis, osteoarthritis, backstrain, and 
related conditions marked by: 


® Muscle spasm @ Stiffness and tenderness | 
© Restriction of motion © Pain 


As a superior muacle-relaxant, EQuANUL offers 
predictable action and full effectiveness on 
oral administration. It does not disturb auto- 
nomic function and is relatively free from 
gastric and other significant side-effects. Its 
anti-anxiety property provides important cor- 
relative value. 
Usual dosage: 1 tablet t.id. The dose may be ad- 
justed either up or down, according 


to the clinical response of the patient. 
Supplied: Tablets, 400 mg., bottles of 50. 


anti-anxiety factor 
with muscle-relaxing action 
Felieves tension 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Malcom E. Phelps, M.D. 
From Oklahoma, a president-elect 


Dr. Matcom E. Puetrs of El Reno, Okla. (population 10,991) is a 
quiet, smiling gentleman of varied interests, genuine assurance, 
impeccable courtesy. When he stood up in Washington, D.C. last 
month to acknowledge the plaudits of colleagues on his selection 
as AAGP president-elect, he highlighted a career that has encom- 
passed successful general practice in his home town, breeding and 
judging of prize dogs, breeding and racing of thoroughbred horses, 
piloting his private airplane about the country from medical meeting 
to dog show to racetrack. The scion of pioneer parents who came 
into Indian Territory in the run of ’89, Dr. Phelps has been with 
the AAGP since és pioneer days, has served it in numberless, tire- 
less ways. He helped establish the Oklahoma Academy, went on 
national Board of Directors in 1952, served last year as vice 
president and Board chairman. Dr. Phelps starts his year of 
grooming for AAGP presidency with the good wishes and loyal 
support of his 21,000 Academy colleagues. 


Howard McC. Snyder, M.D. 
From a watchdog, encouraging word 


When President Dwight David Eisenhower agreed last month to a 
second-term nomination and expressed confidence in the state of 
his health, the role of his 75-year-old personal physician assumed 
added significance. It will be the job of Dr. Howard McCrum 
Snyder to shepherd his famous patient through the stresses and 
strains of the campaign months, and, if he is re-elected, through 
four more years in the White House. Dr. Snyder, remarkably vig- 
orous for his own years, has been very much in the news since the 
fateful night of September 24, 1955, when he diagnosed the Presi- 
dent’s sudden illness as coronary thrombosis and drove him to 
Fitzsimons Army Hospital. Dr. Snyder has worked in the field of 
tropical medicine in both the Philippine Islands and Puerto Rico, 
holds the rank of Major General in the United States Army, wears 
the Distinguished Service Medal. He has recently suggested that a 
second term might be safer than the first for the President, since 
he has learned to pace his activities. 
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L. Emmett Holt, Jr., M.D. and Charles Huggins, M.D. 
From the Borden Foundation, awards 


TriBuTeE TO A 30-year career of investigation into nutri- 
tional problems of infants and children was paid to Dr. 
L. Emmett Holt, Jr., prominent New York pediatrician 
with his selection for this year’s Borden Award of the 
American Academy of Pediatrics. The gold medal and 
thousand dollar check go to Dr. Holt not only for his 
many years of general research into the field of infant 
nutrition, but as specific recognition of the importance 
of his careful determinations of minimal nutritional 
requirements for certain essential amino acids and 
vitamins. Dr. Holt, whose writings on the nutritional 
care of the younger generation have been standard 
nursery equipment and a household byword for years, 
has also done notable work with calcium, phosphorus 
and fat metabolism. 

Also the recipient of a Borden Award, this one from 
the Association of American Medical Colleges, is pre- 
cise, scholarly Dr. Charles Huggins, director of the 
Ben May Laboratory for Cancer Research at the Uni- 
versity of Chicago Medical School. Dr. Huggins’ selec- 
tion was based upon his outstanding contributions to 
the field of cancer research, particularly in the rela- 
tionship between behavior of the endocrine glands and 
cancer. Born in Halifax, Nova Scotia, Dr. Huggins was 
graduated from Harvard University Medical School, 
has been a member of the faculty at the University of 
Chicago School of Medicine since 1927. Dr. Huggins’ 
research has shown that certain malignant tumors can 
be halted by gland surgery or administration of estro- 
genic compounds. In recent work he has been able to 
identify by examination of their basic cellular composi- 
tion exactly which type of tumor will respond to the 
new type of treatment. 

The Borden Awards, given annually to nine Ameri- 
can scientists, are administered by professional and 
scientific associations and announced in an annual re- 
port released by the Borden Company Foundation. 
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ON THE CALENDAR 


Academy chapter meetings and postgraduate siitiees as 
well as other medical meetings in which general practi- 
tioners will have an interest, will appear here monthly. 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. 


*Apr. 8-11. Tennessee chapter, meeting, Memphis. 

*Apr. 12-13. Utah chapter, symposium on pediatrics, Salt 
Lake City. 

*Apr. 14-15. West Virginia chapter, fourth annual 
meeting, Daniel Boone Hotel, Charleston. 

Apr. 16-18. Aero Medical Association, annual meeting, 
The Drake Hotel, Chicago. 

*Apr. 16-18. Kansas University, course in anesthesi- 
ology, Kansas City, Kans. 

*Apr. 17-20. Kentucky chapter, annual scientific meeting, 
Brown Hotel, Lovisville. 

*Apr. 18-19. Indiana chapter, eighth annual scientific 
meeting, Antlers Hotel, indianapolis. 

*Apr. 19, Greater Kansas City chapter, ef. al, sympo- 
sium on surgery, Kensas University Medical Center, 
Kansas City, Kans. 

*Apr. 19-21. University of Michigan, course in otolaryn- 
gology, Ann Arbor. 

*Apr. 21. Delaware chapter, ef. al, annual symposium, 
Alfred |. Du Pont Institute, Wilmington. 

Apr. 21-27. Industrial Medical Association, industrial 
health conference, Philadelphia, Pa. 

*Apr. 23. Brooklyn (New York) chapter and Brooklyn 
Cancer Society, cancer teaching day, Brooklyn. 

*Apr. 23. University of Virginia, course in thyroid func- 
tion, Charlottesville. 

*Apr. 23. Cook County Graduate School of Medicine, two 
week course in general surgery, Chicago. 

*Apr. 23-27. University of Michigan, course in internal 
medicine, Ann Arbor, 

*Apr. 23-28. University of Buffalo School of Medicine, 
course in anesthesia, Buffalo, N. Y. 

*Apr.. 24. San Francisco (California) chapter, course 
in medicine, Ft. Miley Veterans’ Administration Hospi- 
tal, Tuesdays for six weeks, San Francisco. 

Apr. 25. American Academy of Neurology, neurological 
course for general practitioners, St. Louis. 

*Apr. 25-27, University of Tennessee, course in frac- 
tures and dislocations, Memphis. 

*Apr. 29. Philadelphia (Pennsylvania) chapter, course in 

8 cardiovascular disease, Hahnemann Medical College. 

*Apr. 30. Kansas chapter, sixth annual meeting, Jayhawk 
Hotel, Topeka. 

*May 4. Maine chapter, et. al, course in clinical problems 
related to pituitary gland, Portland. 

May 4-6. Student American Medical Association, meet- 
ing, Chicago. 

*May 9-11. University of Tennessee, course in dermatol- 
ogy, Memphis. 

*May 13. Floride chapter, annual business meeting, Hotel 
Fontainebleau, Miami Beach. 

*May 14. Cook County Graduate Schoo! of Medicine, two 
week intensive course on pediatrics, Chicago. 

*May 14-16. Southwestern Medical School, course in 
pediatrics, Dallas, Tex. 
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Lateral (Sims) 


Have you seen 
a demonstration of 
the 12 treatment positions 
.. EXCLUSIVE with the 
RITTER UNIVERSAL TABLE ? 


The supreme flexibility of the Ritter Multi-level 
Table meets every positioning requirement .. . 
regardless of patient condition, size or age. This 
motor-elevated table makes your treatment hours 


easier, you see more patients with less effort. Your 


Ritter Dealer representative is qualified to give 
you a complete demonstration of how the Ritter 
Universal Table can be of greatest value in your 
practice. Call him now, or write the Ritter Com- 
pany, Inc., 3616 Ritter Park, Rochester 3, N. Y. 
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Birthday Greetings 


IF THIS EDITORIAL seems sentimental, it’s meant to be. 
Birthdays are a time for some sentimentality, and this 
happens to be GP’s birthday—6 years old today. 

Most people like to have their birthday remembered. 
They expect the customary salutations, or even gifts. 
We know a man who turns the tables. He doesn’t anti- 
cipate that folks will remember his birthday (although 
they do). Each year he celebrates quietly by sending 
presents to his parents in gratitude for the life they’ve 
given him. 

GP tries to do something like that for its parents— 
the people who conceived it and brought it through 
labor to delivery. In the year to come, there will be 12 
new gifts, each dedicated to those parents. May the gifts 
bring them pleasure and pride in their achievement. 


And a Happy Birthday! 


Operating Speed 


SURGERY is a profession enriched by many dramatic 
episodes. In the eyes of nonmedical people, the entire 
panorama of an operating room—gowns, masks, sterile 
technique and anesthesia—is so strange and so imbued 
with the mysteries of life and death as to be either 
fascinating or frightening. Most surgeons have a sense 
of the dramatic. The thrill of accomplishment that 
comes from a difficult technical operation, well per- 
formed, is thoroughly deserved. It serves to stimulate 
the operator and make him improve himself. 

Smooth, rapid technique is a delight to observe. In 
the able surgeon, it represents long years of training, 
practice and planning plus a thorough knowledge of 
anatomy. Even more, perhaps, in a chosen few who are 
born with it, it is the outward expression of an inherent 
sense of rhythm. Combined with thorough knowledge 
of anatomy and careful planning of the technical pro- 
cedure to be undertaken, this rhythm originates in the 
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mind and extends to the fingers. It conserves time and 
motion and enables the performance of an efficient tech- 
nical accomplishment. 

Unfortunately, few surgeons are born with the 
rhythmic sense that enables them to perform good sur- 
gery with great speed. Many of the men who have con- 
tributed most to surgical knowledge and technical ac- 
complishment have not been spectacular technicians. 
Halsted required six hours to perform a radical mastec- 
tomy. He proved, however, by preventing blood loss 
and by meticulous care of tissues, that his patients 
rarely developed shock and had a smoother conva- 
lescence than the patients of many of his more spec- 
tacular contemporaries. 

Many of the complicated operations performed to- 
day can be carried out successfully only with meticulous 
care without regard for time. On the other hand, put- 
tering, wasting time during the opening and closing of 
wounds, and garrulousness have no place in an operat- 
ing room. They are found in poorly prepared, insecure 
surgeons or in those who lack the courage to make de- 
cisions quickly and to act upon them. 

The only important consideration in operative sur- 
gery, as in all medicine, is the welfare of the patient. 
Every surgeon should be able to operate rapidly on 
poor-risk patients or whenever the occasion demands 
it. But haste, as such, may prove more harmful to the 
patient than slowness. Certainly the habit of some phy- 
sicians, nurses, and institutions to judge a new surgeon 
by the speed at which he works is harmful, unjust and 
unsound. 


Blood Ammonia in Hepatic Failure 


GENERALLY SPEAKING, patients with advanced liver dis- 
ease have several ways of dying, namely, by intercur- 
rent infection, by hemorrhage from the gastrointestinal 
tract or by “hepatic failure.”’ Often these ways of dying 
work in various combinations. 
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The meanings of intercurrent infection and hemor- 
rhage are obvious, but the meaning of “hepatic failure” 
is neither self-evident nor uniform, It seems that “he- 
patic failure” includes a multitude of metabolic abnor- 
malities—some apparent and some only assumed to be 
present. 

In the past several years, there have been strong 
efforts to discover some uniform pattern of biochemi- 
cal disturbances in cases of “hepatic failure.” This 
much has been learned: although other constituents of 
the blood are variably normal or abnormal, the blood 
ammonia level regularly is found to be higher than 
normal, Also, in some instances, though not always, 
the blood ammonia values correlate closely with dis- 
turbances of the patient’s sensorium. Thus, with ris- 
ing values, the patient progresses toward hepatic 
coma, and as ammonia values fall, the encephalopathy 
tends to improve. 

There have been clinical experiences that substan- 
tiate that correlation. For instance, encephalopathy 
has been induced accidentally (later even experi- 
mentally) when patients with severe liver disease were 
given ammonium chloride or were fed a high protein 
diet. In addition, it has been realized that hepatic 
encephalopathy that develops abruptly after hemor- 
rhage into the gastrointestinal tract may be due largely 
to absorption of nitrogenous material from the blood 
decomposing within the intestine. 

These facts about the relationship of blood ammonia 
to hepatic encephalopathy have had immediate clin- 
ical application. For example, physicians have become 
quite cautious about ordering ammonium chloride as 
a diuretic in patients having portal cirrhosis, or about 
prescribing a high protein diet routinely in all cases of 
disordered liver function. These facts are part of the 
reason that McDermott and coworkers had for propos- 
ing the term “‘acute exogenous encephalopathy” for 
those liver patients in whom a neurologic disorder de- 
velops suddenly after gastrointestinal hemorrhage or 
after ingestion of ammonium chloride or a high pro- 
tein diet. 

As published in the New England Journal of Medi- 
cine for December 22, 1955, McDermott’s group discuss 
the effects of L-glutamic acid in the treatment of he- 
patic coma. This interesting amino acid, in the pres- 
ence of dextrose, has the property of combining with 
ammonia to form glutamine. Previous investigations 
had indicated that L-glutamic acid was beneficial in 
some cases of hepatic encephalopathy. The authors 
confirmed that finding, notably in instances of acute 
exogenous encephalopathy. In 14 patients having that 
type of neurologic disturbance, 25-Gm. to 50-Gm. daily 
doses of the amino acid or its sodium salt brought 
about a fall of blood ammonia in 13 cases, and led to 
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restoration of a normal neurologic status in five. 

In another group of eight patients having “chronic 
encephalopathy,” L-glutamic acid therapy was equally 
successful in six. These were patients in whom other 
therapeutic measures, including a low-protein diet, 
had been some help, but in whom there had been per- 
sistent confusion without any rapid progression tocoma 
and without spontaneous remissions or exacerbations. 

In contrast to those good results, six patients having 
‘acute spontaneous encephalopathy” were not helped 
by L-glutamic acid. There was some tendency for blood 
ammonia values to fall, but the patients nevertheless 
had a downward course to coma terminating in death. 
The experiences with this group substantiate the 
thought that elevation of blood ammonia is only one 
of the abnormalities in the spectrum of hepatic coma. 
McDermott and his associates seemed wholly justified 
in emphasizing “that any concept of ammonia intoxi- 
cation as the only biochemical abnormality associated 
with the decompensated liver represents a false ap- 
proach to this entity.” 


A Concept of Essential Hypertension 


IN PRESENTING his concept of essential hypertension, in 
the Annals of Internal Medicine for December, 1955, 
Pickering holds that there is no substantial support for 
making a distinction at an arbitrary level between high 
blood pressure and normal blood pressure. He finds 
that arterial pressure behaves as a graded characteristic 
and that the differences between the lower pressures 
and the higher are quantitative, not qualitative. Thus, 
the difference between “high” blood pressure and 
**normal” blood pressure is one of degree, not of kind. 
If this seems a fine distinction, an analogy may help 
to explain it. One might liken Pickering’s concept to 
an explanation that is often given for the common form 
of obesity. By eating more than they need for daily 
energy expenditures, some people become fatter than 
others. There are all gradations of fatness. Yet, what- 
ever the gradation, physicians are not accustomed to 
think of fatness as a disease in itself. Nevertheless, they 
realize that obesity adds stress to certain normal body 
functions and tends to be associated in higher degree 
than in thin people with certain organic disorders. 
Similarly, in Pickering’s estimation, as a result of the 
interplay of inheritance, age and environment, some 
people have higher blood pressure than others. There 
are all gradations of blood pressure. In this sense. 
“normal” blood pressure, ‘“‘benign essential hyperten- 
sion” and “malignant hypertension” are a continuum 
and not three separate entities. Higher levels of blood 
pressure add strain to cardiac function and, beyond a 
certain threshold, precipitate acute fibrinoid necrosis of 
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arterioles (the basis of the malignant phase). Also, 
people with higher levels of blood pressure have a 
greater prevalence of arteriosclerosis, but the morbid 
lesions of that disease are not a consequence of the high 
blood pressure. Similar lesions may occur at all levels of 
blood pressure. 

To read Pickering’s exposition of his concept of es- 
sential hypertension, as well as some of his earlier writ- 
ings on the subject, is to agree with him that essential 
hypertension is not a disease entity. This concept seems 
all the more useful and important now that effective 
antihypertensive drugs are available. 


Uncle Wilfred 


**So what,”’ said Uncle Wilfred. ‘‘When those cardiolo- 
gists voted 141 to 93 in favor of the idea that President 
Eisenhower is medically fit for a second term, they only 
proved that about three out of five heart specialists are 
Republicans.” 


The Infertile Marriage 


Tue bay is long since past when infertility in a mar- 
riage automatically was assumed to be the woman’s 
fault. In fact, modern studies suggest that failures to 
reproduce are due to male inadequacy in 50 per cent 
(or more) of childless marriages. Moreover, infertility 
problems in men are relatively more difficult to correct 
than infertility problems in women. This finding, dam- 
aging as it may be to the male ego, was clearly indi- 
cated in the experience reported by Keettel and asso- 
ciates in their part of a symposium on infertility 
problems, published in the Journal of the American 
Medical Association for January 14, 1956. 

It is quite apparent that the study of infertility in a 
marriage must concern husband and wife jointly. For 
instance, it seems there are degrees of infertility. Thus, 
when a marriage that has been barren is dissolved and 
the man and woman marry other partners, both new 
marriages may then yield children. This would indicate 
that neither of the partners to the original marriage was 
absolutely infertile, although that union was infertile. 
Also, a man whose production of spermatozoa seems 
inadequate by usual standards may nevertheless have 
children, and his wife would then be presumed to be 
unusually fertile. 

In spite of the fact that infertility should be ap- 
praised in husband and wife as a unit, physicians en- 
counter considerable difficulty in persuading some 
husbands to submit to examination. Some of them 
resent even spermatozoa counts. Others, for a different 
reason, accept that part of a study but reject the idea of 
testicular biopsy when that procedure is proposed as 
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necessary to an appraisal that would serve as a guide 
to therapy. 

Some part of this male attitude toward examination 
may be a consequence of a confusion of terms. The 
man whose fertility is to be investigated may suppose 
that his virility is being questioned. In actual fact, as 
Tyler and Singher stressed in another part of the 
previously mentioned symposium, fertility of the male 
usually has nothing to do with “maleness.” Most in- 
fertile men who need investigation have normal male 
characteristics and normal libido. When sterility is a 
result of endocrine hypogonadism, the man is not 
likely to come to a physician as an infertility problem. 
In the experience of Tyler and Singher, that kind of 
man either does not marry at all or his marriage is 
based on prior acceptance of his sterility. 

Keettel’s group found that infertility in women was 
usually related to menstrual irregularity and endome- 
triosis. In men, the commonest problem is a deficient 
number of spermatozoa in the semen. Leaving aside the 
question of what constitutes deficiency in that respect, 
when subfertile men have been caused to produce semen 
containing increased numbers of spermatozoa, fertility 
has sometimes resulted. Unfortunately, however, efforts 
to increase spermatozoa counts more often fail than 
not. Many methods of treatment have been tried (often 
empirically) without success. 

The symposium on infertility mentioned two thera- 
peutic methods that may sometimes be effective in 
providing semen of adequate spermatozoa concentra- 
tion. Tyler and Singher described a purely mechanical 
technique whereby subfertile male ejaculates are “par- 
titioned” so as to yield collections of semen that have 
high sperm counts. Although the volume of each col- 
lection is small, several ejaculates can be stored (by 
freezing) and later pooled. This would provide an 
adequate volume of semen containing good numbers of 
spermatozoa. The husband’s semen then is used by 
methods ordinarily employed in artificial insemination. 

Charny reported on the rebound phenomenon that 
follows administration of testosterone. When that 
hormone is administered over a period of 12 to 18 
weeks, azoospermia results. Then the hormone is with- 
drawn, and a few months later spermatozoa reappear in 
the semen. Later, spermatozoa counts may “rebound” 
to heights not previously encountered in those pa- 
tients. 

In two instances, Charny’s method was successful in 
causing spermatozoa to appear in the semen of men 
who had been initially azoospermic. He stipulated that 
testosterone therapy should be restricted to patients in 
whom urinary gonadotrophin excretion is normal or 
high and in whom testicular biopsy gives assurance 
that a “reversible” lesion is present. 
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In the largest sense, infertility in a marriage deprives 
the marriage partners of a basic human right—repro- 
duction. Often too, there are emotional overtones that 
quite transcend that basic deprivation. These make the 
childless marriage barren in many ways. For these 
reasons, the physician who studies and treats problems 
of infertility assumes heavy obligations—obligations 
especially to avoid raising false hopes and to keep a 
true perspective for current methods of treatment. The 
fact remains that some of those methods are still in the 
research phase and should be so regarded. 


Explorers Become Diagnosticians 


“EXPLORATORY LAPAROTOMY should be done away with. 
It’s too frightening to the patient.” That statement 
was made recently by a family physician speaking in- 
formally at a medical meeting. When his audience 
looked shocked, he hastened to explain that he’s not 
opposed to the principle of operating for purposes of 
making a diagnosis. Indeed, he thinks doctors often 
wait too long before recommending that valuable 
method. Rather he objects to the name they give it. 

“Exploration” or “exploratory” does have some un- 
fortunate connotations. Everyone has a little of Walter 
Mitty in him. A word like “exploratory” is likely to 
have strange associations in the mind—jungles, deserts, 
mountains, turbulent rivers, stormy seas, loneliness, 
emptiness, thirst, hunger, heat, cold, rain, snow, sun, 
wind, poisonous insects, weird animals, dangerous 
humans. Such associations, conscious or subconscious, 
are not likely to encourage a peaceful consideration by 
the patient of a physician’s suggestion that an explora- 
tory operation is advisable. 

It would seem desirable to substitute a less provoca- 
tive term. “Diagnostic operation” probably would be 
suitable. For most patients, it would have a soothing 
ring—compounding the element of science implicit in 
**diagnosis” with the elements of art and dexterity that 
television-viewers might expect from “operation.” 

That same family physician who wants doctors to 
stop scaring patients with “exploratory laparotomy” 
argued also that the cost of procedure is often fright- 
ening too. He believes that an operation solely for di- 
agnosis should be done for a fee that’s in keeping with 
fees for other elaborate diagnostic procedures. “‘If sur- 
geons didn’t charge so much for diagnostic operations,” 
he contended, “patients would come to surgery earlier, 
and everybody would benefit. Of course,” he went on, 
“the patient would have to understand in advance that 
the surgeon’s fee would be revised upward if the diag- 
nostic operation became a therapeutic one.” 

The family physician seemed less hopeful that any- 
thing might be done about the financial aspect of an 
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“exploratory.”’ But he’s reckoning without the persua- 
sive power of words. When surgeons close the ‘‘ex- 
plorers club” and open the “diagnosticians society,” 
they may automatically reduce the dues. 


Physicians Think Ill of Physicians 


Fespruary, the American Medical Associa- 
tion released the summary of a nationwide survey of 
public opinion about physicians. The gist was dis- 
quieting. It was apparent that public reaction to doc- 
tors went something like this: ‘My family doctor is 
wonderful. Other doctors are intelligent and capable 
enough, but they leave a lot to be desired in other im- 
portant respects.” In sum, people who were inter- 
viewed in the survey reacted to the medical profession 
something like the frontiersman toward Indians. He 
might like and trust one or two of them, but when asked 
about Indians as a class, he would contend that the 
only good ones are dead ones. 

In the February 11 issue of the Journal of the 
American Medical Association, an editorial offered, as 
one possible explanation for the public attitude, the 
derogatory opinions that physicians hold for their col- 
leagues. 

Those opinions had been clearly stated in the sum- 
mary of the survey. Some of the outstanding ones can 
be tabulated as follows: 


Opinion About 
Other Doctors 


Number of M.D.’s 
Holding It 


Not as dedicated to serving mankind as 


Hard to reach for emergency calls......... 32% 
Have the idea they are always right........ 36% 
Keep people with appointments waiting 

longer than necessary...............-- 27% 
Not enough personal interest in their 

Don’t give the patient as much time as the 

Not frank enough in talking to patients about 


Think they are better than most people.... . 28% 
Most doctors try to hide other doctors’ 


The summary concluded, “It seems evident that the 
individual doctor needs to form a better opinion of his 
colleagues and to convey that opinion to his patients. 
If he himself helps create derogatory impressions of 
other doctors, he thwarts the public relations efforts of 
his profession.” 
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That statement seems to imply that impressions can 
be turned on or off, or made hot or cold, like water from 
a shower faucet. It implies that physicians are privi- 
leged to form only good opinions about their fellow- 
physicians. 

Probably these implications were not intended. It 
seems more likely that the writers of the survey sum- 
mary, like the author of the JAMA editorial and the 
authors of Js Your Halo on Straight?, meant only to 
urge upon all physicians a critical self-examination. 
That’s a sound intention, based undoubtedly on “. . . 


first cast out the beam out of thine own eye .. .” 

But the second part of that verse from Matthew VII 
adjures “*. . . then shalt thou see clearly to cast out the 
mote out of thy brother’s eye.” So, in physicians’ 
problems with their impressions about their colleagues, 
a similar venture in group therapy may be indicated. 
Perhaps mutual examinations will be more productive 
of mutual understanding and respect. When they can 
think and speak well of each other, they may hope for 
an improvement in public attitude toward their pro- 
fession. 


Tuition Payments Are Due 


‘Tuts YEAR April is different. Not that the familiar things 
are lacking. There’s the usual round of patients and 
medical meetings, the opening of the baseball season, 
spring garden work, the first really good golfing days, 
the matter of recovery from the latest set-to with Inter- 
nal Revenue. In addition, this year’s April opened with 
Easter and is scheduled to close with a brand-new 
Week—Medical Education Week. 

This latest in an unending list of national Weeks is 
sponsored jointly by the AMA, the Association of 
American Medical Colleges, the National Fund for 
Medical Education and the American Medical Educa- 
tion Foundation. Appropriately, the primary function 
of Medical Education Week is education. It is intended 
to bring the story of medical education to the public, to 
dissipate false impressions surrounding the medical 
schools and to dramatize their magnificent achieve- 
ments. 

Although two of the sponsoring agencies are directly 
concerned with raising funds for the support of 
medical schools, early releases have indicated that the 
AMA’s role in Medical Education Week will be public 
relations, not solicitation. That’s fine for most of the 
public, but physicians might well spend a little time in 
quiet self-solicitation. 

After all, most doctors know all about the achieve- 
ments of the medical schools. The dramatization will 
be an old story and a very personal one to physicians. 
Maybe the financial plight is an old story too, but it 
seems not to have been a very personal one. Otherwise 
it’s hard to account for the small results from fund- 
raising efforts of the American Medical Education 
Foundation. 

True, some physicians have regularly contributed to 
AMEF out of a sense of loyalty to the schools from 
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which they graduated. However, for most, alumni 
loyalty weakens in the face of appeal for money. Efforts 
have been made to strengthen their spirits by pointing 
out that they didn’t pay the full price for the educa- 
tion they received—that their tuition required con- 
siderable subsidization from other sources. Those ef- 
forts have largely failed. Perhaps that’s only natural. 
When a man buys something, whether it’s an auto- 
mobile or a medical education, he’s not likely to be 
sympathetic when somebody tells him years later that 
he has a moral obligation to make up the seller’s 
losses on the transaction. As a matter of fact, the idea 
seems slightly silly, and if it’s pushed too far, resent- 
ment compounds futility. 

A new approach is needed. Physicians must recog- 
nize that contributions to AMEF are not a payment for 
past favors. They are current tuition fees. Maybe it’s 
time to tell physicians the truth, like this: 

**Doctor, you went to medical school for a medical 
education. You expected to pay tuition and you did. 
That account is closed. But, Doctor, your education 
didn’t stop when you finished medical school. If it had, 
you’d be in a sorry fix. You wouldn’t know half as 
much as the interns at the hospital where you take 
your patients. No, you’ve been learning—receiving an 
education—ever since you left medical school. You 
may think you’re self-educated in that respect. Think 
again. You had to have a source for your learning. And 
the chief source is that same medical school you 
graduated from years ago, and others like it. Yes, 
Doctor, that medical school is still teaching you 
through all kinds of media. The only difference is that 
they can’t charge you any fees for their services now. 
They must depend upon your conscience when it comes 
to collecting tuition. 

*Don’t look now, Doctor, but your conscience is 
showing.” 
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Estimation of risk of surgery in a cardiac patient 


requires thoughtful attention to the history and all aspects 
of a thorough examination. Often a serious risk can be ameliorated 
by good preoperative treatment and by wise choice 


of anesthetic agents. Postoperative complications are not common 


in these patients, but venous thrombosis and pulmonary embolism 


New York, New York 


THE RESPONSIBILITY of the clinician answering a “Please 
clear this cardiac for surgery”’ note extends far beyond 
placing a stethoscope over the patient’s heart and ask- 
ing him a question or two. One must first be convinced 
that there is a clear indication for the operation 
through which life will be extended or made more 
bearable. Having become satisfied of the necessity for 
surgery, one proceeds to study the cardiac status of 
the patient. Estimation of his operative risk is then the 
next step. 

Once the evaluation has been completed and a diag- 
nosis formulated, the clinician should be able to out- 
line a plan of management to carry the patient from 
the preoperative period, through surgery, and into 
the critical immediate postoperative period. He should 
also have a working concept of the effect of anesthesia 
and surgery on the particular type of heart disease 
under study. 

This paper’s object is to present principles that 
would help clinicians to undertake such a systematic 
and complete study. 


Indications for Surgery on Cardiac Patients 


There are a number of instances when patients with 
heart disease have coexisting conditions that necessi- 
tate surgical intervention, and in which life cannot be 
prolonged without operation. Notable examples are: 
1. Malignant disease in which clinical evidence sup- 
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and other pulmonary complications are greatly to be feared. 


The Cardiac Patient Going to Surgery 


BY MAURICE F. DERANEY, M.D. AND CHARLES A. R. CONNOR, M.D. 


ports the fact that there is a reasonable chance of cure 
by operation or in which surgery will provide pallia- 
tion, thereby rendering the patient’s remaining days 
more bearable. 

2. Acute appendicitis. 

3. Gangrenous or suppurative cholecystitis. 

4. Obstruction of the common bile duct. 

5. Perforation of a viscus. 

6. Strangulated hernia. 

7. Obstructing enlargement of the prostate gland. 

8. Ovarian cyst with torsion of the pedicle. 

9. Intestinal obstruction. 

10. Various forms of trauma to brain, bones or 
viscera. 

11. Ectopic pregnancy. 

12. Obstructing renal calculi. 

13. Unilateral renal disease causing hypertensive 
disease. 

14. Mesenteric thrombosis or embolism. 

Herniotomy, hysterectomy, hemorrhoidectomy and 
similar operations should be deferred until the pa- 
tient’s physical condition permits operation with mini- 
mal risk. 


Estimation of the Operative Risk 


When the physician is called to evaluate a cardiac 
prior to operation, he assumes at least six responsibili- 
ties. His study of the patient should include the answers 
to the following questions: 
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1. Is THere Heart Disease? 


This may sound supercilious, yet most of us at one 
time or another come across patients who are suffering 
from iatrogenic heart disease and nothing else. Ane- 
mias and numerous other causes may give innocent 
murmurs with no hemodynamic derangement what- 
soever. 


2. Is THERE A SURGICAL PROBLEM? 


Edwards, MacKenzie and Levine, and Tranter, in the 
early part of this century, have recognized the asso- 
ciation of cardiopulmonary diseases with signs and 
symptoms of intra-abdominal infections. Levine men- 
tioned two patients who developed acute epigastric 
pain with marked epigastric tenderness. Both died— 
one postoperatively after a negative laparotomy. Both 
autopsies showed occlusion of the “anterior coronaries 
with extensive infarction of the heart.” As a matter of 
fact, there is hardly an active surgical service that has 
has not made the error, at one time or another, of ex- 
ploring the abdomen when the cause of the upper 
abdominal symptoms was a myocardial infarction. 
Such diagnoses as perforated peptic ulcer, acute pan- 
creatitis, acute gallbladder disease, diaphragmatic her- 
nia, acute intestinal obstruction and others, are made 
when the heart is not suspected. 

A previous history of an anginal syndrome, radia- 
tion of the pain from the epigastric region to the sub- 
sternal area or to the neck, shoulders or upper ex- 
tremities and never below the umbilicus, the presence 
of dyspnea, all should direct attention toward the 
heart even if the patient’s complaints center upon his 
abdomen. The electrocardiogram will provide in- 
valuable information, bearing in mind that changes 
may not occur early. 

There are also occasional instances when the acute 
development of congestive heart failure can present 
the picture of an acute abdomen. This is apt to occur 
with the sudden onset of atrial fibrillation. The signs 
and symptoms in such cases probably are the result 
of acute congestion of the liver, and may be mistaken 
for acute cholecystitis or acute hepatitis. 

In younger patients, acute pain in the abdomen re- 
sembling acute appendicitis may occur in rheumatic 
fever. It may be accompanied by nausea, vomiting, 
tenderness in the right lower quadrant, low-grade 
fever and leukocytosis, all of which simulate the signs 
and symptoms of acute appendicitis. Further evidence 
of rheumatic infection, such as epistaxis, past history 
of rheumatic fever or rheumatic heart disease, the 
finding of a loud, snapping first apical sound or a 
diastolic murmur, a pericardial friction rub, the detec- 
tion of delayed A-V conduction time, would most cer- 
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tainly point toward rheumatic fever as the likely 
diagnosis. Careful examination including, for instance. 
a rectal examination, may reveal tenderness that points 
toward appendicitis. 

Another condition that may enter into the differen- 
tial diagnosis of acute abdomen is embolism to a viscus. 
The presence of the following abnormalities should re- 
mind one of this possibility; namely, atrial fibrillation, 
mitral stenosis, acute myocardial infarction or bac- 
terial endocarditis. 


3. Procnosis Versus RIsk 


The answer to the third question—‘Is the patient 
with a particular type of heart disease going to live 
long enough to enjoy the benefit gained from the 
operation ?”’—will demand sound judgment. Some 
operations such as subtotal thyroidectomy for a toxic 
adenoma may result in marked improvement in the 
cardiac picture. On the other hand, when a patient 
has had several bouts of heart failure on the basis of 
hypertensive and arteriosclerotic heart disease, it 
would be preferable to resort to a truss rather than 
repair a hernia by operation. 


4. How To EstIMaTE THE RIsk 


It is foolish to base an opinion solely on what is 
heard over the heart by the use of the stethoscope. 
Good risks with recognized valve lesions may have 
several murmurs. On the other hand, serious risks 
may be overlooked if this method alone is used to clas- 
sify the cases. In investigating the cardiovascular sta- 
tus of a patient, one should follow a plan: 

A. Inquire about symptomatology. The first and most 
important questions concern the ability of the heart to 
respond to effort. The history should be clear and de- 
tailed regarding the response (dyspnea, palpitation, 
chest pain) to walking on level ground, on hills, on 
steps and to running. Description of chest pain— 
location, duration, radiation, severity, relation to ef- 
fort, position, mode of onset and disappearance, ef- 
fect of medication, whether progressive or not—all 
such data are important as well as other symptoms of 
coronary insufficiency or myocardial failure. 

B. Examine the patient carefully. In going over the 
patient, all available methods are used to insure full 
appraisal of the cardiovascular system. 

Then, having gathered all this information about the 
patient, the physician proceeds to make a diagnosis 
(etiologic, anatomic and physiologic) and to classify the 
patient according to the criteria of the New York Heart 
Association on a functional and therapeutic basis. This 
classification provides an opportunity for uniformity— 
a common yardstick in discussing and classifying dis- 
ease of the heart. 
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It is unwise to evaluate risk on a percentage basis, 
and state that an individual, for instance, has a 15 per 
cent chance of surviving a contemplated procedure. A 
rough idea of the status of the patient can be obtained 
from a conscientious and thorough study of the patient, 
leading to an opinion and nothing else. 

One should be aware of certain unpredictable com- 
plications that occur in “susceptible” hearts and that 
are responsible for the increased mortality among car- 
diacs. Included among these complications are: (1) 
Coronary occlusion. This is more likely to occur in pa- 
tients with a history of an anginal syndrome. Careful 
questioning of cases of postoperative myocardial infarc- 
tion will frequently reveal a history of retrosternal pain 
or pressure which had not been elicited previously or to 
which no importance was attached. (2) Thromboembol- 
ism, principally from the atria in the presence of atrial 
fibrillation or mitral stenosis, from peripheral veins in 
cases of prolonged bed rest or immobility, or rarely, 
from the endocardium in cases of mural thrombosis sec- 
ondary to myocardial infarction. (3) Cardiac arrhyth- 
mias. These may occur during surgery or any time 
thereafter. Slow arrhythmias such as complete heart 
block or rapid rhythms, paroxysmal or otherwise, even 
the ominous ventricular tachycardia, can occur in nor- 
mal hearts. (4) Bacterial endocarditis is a very rare 
complication. 


5. How To IMPROVE THE Risk? 


This subject is to be covered in the section dealing 
with the management of cardiac patients before surgery. 


6. WHICH IS THE ANESTHETIC OF CHOICE? 


The inclusion of an opinion as to the anesthetic of 
choice depends upon the institution where one might 
be practicing or training. A large teaching hospital 
very frequently—probably always—has a competent 
anesthesiology staff who have had extensive training 
that enables them not only to decide what anesthetic 
agent is best suited for the patient but also to recognize 
and treat cardiac complications such as arrhythmias or 
cardiac arrest. 


The Management of Cardiac Patients in Surgery 


1. PREOPERATIVE PERIOD 


Experience has led to some generally accepted con- 
clusions in the handling of the cardiac. These are in- 
tended for improvement of the risk. 

A. Surgery should be avoided during the first six 
weeks following myocardial infarction. 

B. In cases of congestive failure, surgery is delayed, 
when possible, until a compensated state has been 
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achieved by intensive therapy. The speed of therapy 
can be regulated by the urgency for operative inter- 
vention. 

C, Adequate premedication is prescribed following a 
session with the patient for the purpose of allaying his 
fears and giving him confidence. Too little preparation 
is almost as harmful as no preparation. The same drugs 
are used as in the absence of heart disease. 

D. Avoidance of hypoxia and blood pressure vari- 
ations is desirable in all patients during surgery, but 
particularly in cases of angina pectoris or in patients 
with previous myocardial infarction. 

E. Patients having atrial flutter or fibrillation are fully 
digitalized prior to surgery (even in the absence of con- 
gestive failure), as many factors may cause an abnormal 
increase in the ventricular rate during or after operation 
(hemorrhage, hypoxia, postoperative pneumonia or 
atelectasis, thromboembolic phenomena, wound infec- 
tions, abdominal distention). It may also be wise to 
digitalize patients with a previous history of congestive 
failure, even in the absence of a rapid ventricular rate 
or detectable signs of failure. Other types of arrhythmia 
should be brought under control using the appropriate 
drugs (digitalis, quinidine, procaine amide). 

Until recent years, bundle branch block, A-V block, 
congestive heart failure, syphilitic heart disease and 
old myocardial infarction were considered absolute 
contraindications to major surgery. At present, with 
skilled anesthetists and surgeons, there is no disease 
entity that stands in the way of a needed operation, al- 
though there is added risk in some patients with heart 
disease. 

In an emergency such as perforated peptic ulcer or 
acute appendicitis, the risk of immediate operation must 
be accepted. In the presence of congestive heart failure, 
a digitalis preparation should be administered intra- 
venously before anesthesia is started. One of the best 
preparations is the rapidly dissipated glycoside, lana- 
toside C. Batterman and associates mention satisfactory 
results employing ouabain in a dose of 0.5 mg. intra- 
venously, and whole leaf digitalis tablets (0.4 Gm. to 
0.8 Gm.) given orally at the same time. 


2. DuRING ANESTHESIA AND SURGERY 


The choice of an anesthetic agent, which may often 
be the responsibility of the clinician, requires a sound 
knowledge of the drugs used in that field. 

A. Cyclopropane. This anesthetic agent has the fol- 
lowing outstanding advantages: (1) nonirritative prop- 
erty (respiratory system) and lack of toxicity to liver, 
kidney or gravid uterus; (2) potency; (3) smooth and 
rapid induction and recovery ; (4) rapid controllability ; 
(5) the extremely high percentage of oxygen that can 
be administered with it. 
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Certain changes occur in the cardiovascular system 
during cyclopropane anesthesia. The drug may cause 
one or more of these changes: (1) a gradual rise in 
arterial pressure, within limits, as the concentration 
of the gas is increased; (2) a rise in central venous and 
right atrial pressure; (3) a drop in arteriovenous oxy- 
gen difference; (4) a possible drop in blood pressure 
after the anesthesia to below preanesthetic levels 
(‘‘cyclopropane shock”) ; (5) bronchoconstriction; (6) 
changes in cardiac rhythm and rate. 

Under very exceptional circumstances, the second 
to fourth changes may “‘overtax”’ an already damaged 
myocardium. One has to beware of post-cyclopropane 
hypotension in patients with coronary insufficiency. 

Abnormalities in cardiac rhythm and rate occur 
commonly. There are slow rhythms due to a downward 
dislocation of the pacemaker probably caused by para- 
sympathetic stimulation and increased vagal tone. 
There are also the rapid rhythms due to increased 
myocardial irritability. The arrhythmias noted may 
consist of premature ventricular contractions, ventricu- 
lar tachycardia or, occasionally, ventricular fibrillation. 
The pathogenesis may be epinephrine which is thrown 
into the circulation under the stress of pain, hypoxia, 
elevated carbon dioxide concentration, etc., and which 
renders the myocardium sensitive to cyclopropane. 

If ethyl ether is added (small amounts are sufficient), 
the incidence of ventricular arrhythmias is significantly 
lowered. Recently, dibenamine has been introduced in 
the prevention of cyclopropane-epinephrine arrhyth- 
mias. Dibenamine, through adrenolytic and sympatho- 
lytic effects, blocks the effect of epinephrine in sensi- 
tizing the myocardium, so much so that large amounts 
of epinephrine may fail to induce rhythm changes in 
experimental animals. Successful trials on humans sub- 
jected to surgery under cyclopropane anesthesia are 
appearing in the literature. 

The contraindications to the use of cyclopropane 
are: (1) the presence of explosive hazards; (2) lack of 
familiarity with its use and the control of the compli- 


cations; (3) the presence of thyrotoxicosis (not gener- 
ally accepted) ; (4) other instances of increased myo- 
cardial irritability (for instance, ventricular premature 
contractions). In the presence of heart block, and be- 
cause it may mask ventricular arrhythmia, some anes- 
thetists do not employ cyclopropane in the presence 
of atrial fibrillation. 

B. Ethyl Ether. The advantages of this anesthetic for 
cardiacs are: (1) the wide margin of safety; (2) more 
stable blood pressure; (3) excellent relaxation; (4) a 
low incidence of alarming arrhythmias or cardiac arrest. 

Its disadvantages are: (1) secretions in the respira- 
tory tract are increased, and hypoxia and carbon di- 
oxide retention may occur in inexperienced hands; 
(2) a prolonged period of induction and recovery, as 
hurried induction incites cough, excessive secretion 
and excitement. 

At the moment, with adequate premedication to 
minimize secretions and increase cooperation, and with 
the use of barbiturates for induction to prevent the 
dangerous excitement stage, ether probably stands as 
an exceptionally valuable anesthetic and may still be 
the best for cardiacs. 

Recently, some centers have been trying surgery in 
the stage of analgesia rather than deep planes of anes- 
thesia. Relaxation, cooperation and inability to remem- 
ber the procedure have been generally noted and obvi- 
ously warrant further trial. 

C. Nitrous Oxide. Its advantages are: (1) a pleasant, 
rapid induction and recovery; (2) nonirritative prop- 
erty (minimal mucous secretion) or respiratory depres- 
sion; (3) a low incidence of cardiac arrhythmias. 

Its disadvantage is its weakness. It cannot be admin- 
istered by itself for major operations without causing 
some degree of hypoxia. If muscular relaxation is re- 
quired, the action of nitrous oxide can be potentiated 
by the addition of a barbiturate or opiate, thereby in- 
suring a prompt and unincidental recovery. This com- 
bination may be useful in patients who are debilitated 
or in shock. 


‘ 

| 

| 


D. Thiopental Sodium. The advantages of this agent 
are: (1) the rapidity and ease or smoothness of induc- 
tion—eliminating psychic shock, excitement and strug- 
gling, and saving time; (2) the controlled dosage— 
slight overdosage or lightening of the narcosis can be 
easily remedied; (3) the short period of recovery; (4) 
the absence of gastrointestinal symptoms and of respi- 
ratory irritation (vomiting, cough, respiratory obstruc- 
tion, aspiration, etc.) ; (5) the absence of fluctuations 
of the blood pressure (see below); (6) more freedom 
to the surgeon especially on head and neck operations 
in which case the anesthetist will not be in the way; 
(7) its desirability for the induction of sleep in long 
procedures when other agents are preferable for main- 
tenance, or where there is fear of induction, or as the 
only anesthetic for short operations (reduction of frac- 
tures, incision of abscesses, etc.). 

The disadvantages of thiopental sodium are: (1) 
It cannot produce muscular flaccidity with any degree 
of safety (respiratory depression or arrest with large 
doses). If muscular relaxation is required the addition 
of a curare derivative is frequently necessary. (2) If 
large doses are used or if the anesthetist tries to push 
into the deeper planes of anesthesia, tachycardia and 
hypertension are not uncommon. (3) One pharma- 
cologic weakness of barbiturates is their poor analgesic 
effect. Afferent impulses from the operative site still 
reach the brain. 

Thus, during surgery, spasm of the abdominal mus- 
cles or motion of the patient or spasm of the vocal cords 
leading to hypoxia, may occur. In trying to remedy 
these conditions, some anesthetists may deepen the 
anesthesia, thus causing serious respiratory depression. 
To prevent this, nitrous oxide as an analgesic, can be 
used in addition to the barbiturate. 

E. Spinal Anesthesia. The outstanding advantage of 
this form of anesthesia is the superb muscular relaxa- 
tion, but two significant physiologic changes are ex- 
erted on the circulation: (1) blockage of vasopressor 
impulses, causing a drop in peripheral resistance; (2) 


pooling of blood on the venous side of the circulation. 

These alterations cause a drop in cardiac output 
due to diminished venous return. As an inevitable 
corollary, the coronary circulation is reduced. This 
change may become significant and dangerous 
when the coronary arteries are narrowed by athero- 
sclerosis. 

F. Regional or Local Anesthesia. This is probably the 
best form of anesthesia for debilitated individuals and 
for those who are seriously ill. Toxic reactions to local 
anesthetics may be of two types: (1) circulatory—as 
manifested by pallor, sweating, a drop in blood pres- 
sure, weak pulse, nausea and vomiting; (2) neurologic 
—manifested by excitement, talkativeness and convul- 
sions. Intra-abdominal traction during block of the 
abdominal wall may precipitate a reflex drop of the 
bloodpressure, nausea, vomiting, pain and respiratory 
distress. These may also be precipitated by the ab- 
sorption of large amounts of the anesthetic. Further- 
more, the psychic factor should not be forgotten as the 
patient is awake and may become panicky, thus re- 
quiring general anesthesia. 

Certainly, epinephrine should not be added to local 
blocking agents in cardiac subjects as it may induce 
arrhythmias, increase the cardiac output or result in 
coronary insufficiency. 


Choice of Anesthesia 


HYPERTENSION 


If the patient has had hy- 
pertension for many years 
and if he is symptom-free, 
operation and anesthesia 
should be well tolerated. It 
is the complications of hy- 
pertension—that is, dam- 
age to the heart, kidneys or 
cerebral circulation—that 
are important. 


With a history of congestive failure, it may be wise 
to maintain the blood pressure at below preoperative 
levels rather than strive to keep it elevated through 
the use of intravenous fluids and vasopressor agents. 
Conversely, in the presence of coronary, renal or cere- 
bral insufficiency, it would be preferable to maintain 
(even through the use of vasoconstrictor agents) a 
reasonably elevated blood pressure rather than risk 
a possibly fatal vascular insufficiency in case of sudden 
fall in blood pressure. 

General (inhalation) anesthesia is recommended for 
all hypertensives. Efforts should be made to avoid in- 
duction excitement, using a drug like thiopental. Then 
the patient can be maintained with ether or cyclopro- 
pane and ether or dibenamine. 


Coronary ARTERY DISEASE 


Here are included patients with positive or suggestive 
history of coronary insufficiency or occlusion, when- 
ever possible corroborated by electrocardiographic 
tracings. In the anesthetic management of these pa- 
tients, one should reassure the patient through con- 
fidence. Preanesthetic medication should be adminis- 
tered to relieve anxiety. The fear of the impending 
procedure may precipitate coronary insufficiency if 
adequate preoperative sedation has not been attained. 

Generally, in patients with coronary artery disease, 
one should avoid spinal anesthesia because of the pos- 
sible sudden fall of blood pressure and the disastrous 
complications that may arise despite the availability of 
vasoconstrictor drugs. 

Here, again, inhalation anesthesia is preferred. In 
minor operations where relaxation is not very impor- 
tant, intravenous thiopental sodium may be the best 
anesthetic agent. 

Regional or local anesthesia should not be employed 
because of the anxiety and possible pain, fall in blood 


pressure, nausea and vomiting. 


CONGENITAL AND RHEUMATIC Heart DISEASE 


When not in congestive failure, these patients with- 
stand anesthesia and surgery exceptionally well. In the 
presence of failure, the suggestions in the section on 
congestive heart failure should be followed. 


Sypuititic HEART DISEASE 


Cardiovascular syphilis used to be an absolute con- 
traindication to surgery. At present it is not, although 
one should beware of coronary ostial stenosis, and 
possible fatal consequences of sudden drop in blood 
pressure during spinal anesthesia. 


Cor PULMONALE 


Failure should be treated, if present, by the accepted 
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methods, and the surgery delayed until homeostasis « 
the circulatory system is reached, or as nearly attaine:! 
as possible. 

Most anesthetists avoid cyclopropane and barbiti- 
rates in the presence of asthma or a history of asthni:, 
as these substances have a definite bronchoconstrictor 
effect. 


ConGESTIVE HEART FAILURE 


A few words on operative positions are indicated, 
when patients with orthopnea are evaluated for urgent 
surgery. The semi-Fowler position should be used in 
all patients with incipient failure. 

All such patients should be rapidly digitalized with 
ouabain or some rapidly acting digitalis preparation if 
surgery is urgent. Mercurial diuretics and aminophy|- 
line can be administered. Intravenous fluids contain- 
ing sodium should be withheld. 

For operations below the diaphragm, the preferred 
anesthesia is spinal because of the diminished venous 
return and reduced cardiac load, simulating a “dry 
phlebotomy.” Sarnoff and Farr report good results with 
spinal anesthesia in the treatment of pulmonary edema. 
When traction on the abdominal contents cannot be 
avoided, supplemental thiopental and nitrous oxide 
and oxygen should be administered. 

Up to the present time, there have been no studies 
of cardiac physiology during general surgery using 
modern methods of investigation (catheterization, etc.). 
Snyder in 1938 found an average decrease of 41 per 
cent in cardiac output directly after operations while 
the patients were still under the anesthetic, and found 
that it required one to four days for the output to re- 
turn to normal. This supports the general opinion that 
skilled anesthesia and surgery add no burden on the 
heart. On the other hand, it can be easily seen how 
shock, impaired ventilation, inadequate premedication 
and poor induction of anesthesia with struggling and 
hypoxia can alter the circulatory dynamics and be the 
**straw that broke the camel’s back.”’ This leads to the 
well-founded saying that “the choice of the anesthetist 
is more important than that of the anesthetic agent.” 


CarpiAc ARRHYTHMIAS 


Every type of arrhythmia has been found to occur 
during anesthesia and surgery. The operative proce- 
dure is of less importance than the anesthesia in the 
production of the arrhythmia. Variations in amplitude 
of the QRS complexes and T waves, shifting of the 
R-ST segment and changes in the P-R interval oc- 
curred in a majority of patients submitted to surgery 
and, for the most part are of a transient nature. Only 
on rare occasions does the development of a new rhythm 
during an operative procedure cause alarming symp- 
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toms. A study of such disturbances has shown that 
they are due to paroxysms of atrial tachycardia, atrial 
flutter and atrial fibrillation, which when recognized 
can be controlled. 


Management of Arrhythmias 


Some suggestions in the prophylaxis and treatment 
of arrhythmias during surgery and anesthesia include: 
(1) Avoid excitement as this causes the liberation of 
epinephrine. (2) Avoid reflex sympathetic and para- 
sympathetic stimulation. Vagovagal reflexes can follow 
intratracheal, bronchial, pulmonary or intra-abdominal 
stimulation. (3) Insure adequate oxygenation and car- 
bon dioxide removal. (4) Avoid deep anesthesia as far 
as possible. Lowering the anesthetic concentration may 
terminate the arrhythmia. (5) Ether, if not being ad- 
ministered, should be added. Dibenamine, also, is very 
effective in blocking sympathetic activity. (6) Tracheal 
intubation is almost always associated with an eleva- 
tion of blood pressure and tachycardia. If the anesthe- 
sia is too light, these changes may be marked. (7) Avoid 
sympathomimetic amines, but use Neo-Synephrine, if 
necessary, to raise the blood pressure level. (8) Use 
quinidine, procaine or procaine amide (Pronestyl) for 
the management of ventricular arrhythmias, bearing 
in mind that ectopic rhythms and severe hypotension 
(possibly ventricular fibrillation) may follow the ad- 
ministration of these drugs. Digitalis is the best drug 
to control supraventricular tachycardias. 

Cardiac arrest and ventricular fibrillation are rare 
complications, but either may come unheralded and 
in the complete absence of organic heart disease. Both 
respond to treatment, but if permanent cerebral damage 
is to be prevented, treatment must be started within 
three to four minutes. Because recognition and early 
treatment are of paramount importance, the time will 
come when every operating room will include an oscil- 
loscope as an essential piece of equipment. A compli- 
cation of the routine use of an oscilloscope is the alarm 
and rush to treat any abnormality that is seen, but 
good teaching and experience will enable the anesthe- 
tist to overlook the short-lived, innocuous rhythm 
changes that are seen during practically every proce- 
dure, and to recognize and treat the dangerous ones. 

Disappearance of the pulse or detectable blood pres- 
sure during surgery can be due to either ventricular 
fibrillation or cardiac arrest (standstill). These condi- 
tions should be differentiated, but when either one 
occurs, one should not wait for accurate diagnosis 
(electrocardiogram or otherwise). The heart should 
be exposed immediately, and cardiac massage started 
usually at a rate of 40 contractions per minute. After 
this has been continued for a few minutes, one can 
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stop and inspect the heart to determine the cause of 
circulatory collapse. In case of cardiac arrest, massage 
is continued until the heart spontaneously resumes its 
contractions. Epinephrine (1 cc. of 1:1000) may be 
injected into the right atrial cavity to strengthen the 
contractions which may remain feeble for a long period 
of time. Ernstene cautions against the use of intra- 
cardiac injection of epinephrine through the chest wall, 
as it entails precious time loss and may produce ven- 
tricular fibrillation. The only indication for the ad- 
ministration of this drug is to strengthen the early 
weak contractions of a resuscitated heart. Several au- 
thors, especially those in the field of anesthesiology, 
still advise the administration of intracardiac epine- 
phrine for cardiac arrest, some preferring 5 cc. of 
1:10,000 solution into the right atrium; others mix 
0.5 cc. of 1:1000 solution of epinephrine with 9.5 cc. 
of 1 per cent procaine. There are no statistics at pres- 
ent to help decide which method gives the best results. 
Injection of the drugs should probably be limited to 
the right atrium to prevent fibrillation, and the dose 
should be the smallest effective amount. 

When ventricular fibrillation is present, 5 per cent 
procaine can be applied to the surface of the heart 
(massage should not be interrupted). If fibrillation 
continues, 5 cc. of 2 per cent or 5 to 10 cc. of 1 per 
cent procaine, or, preferably, 200 to 500 mg. of pro- 
caine amide may be injected into the cavity of the right 
atrium. In the event that the disturbance persists, elec- 
tric shock can be resorted to, employing an alternating 
current of 1 to 1.5 amperes applied at intervals of 
about 2 seconds for a few times, each application last- 
ing one second. Procaine should be in the cavity of 
the right ventricle prior to electric defibrillation. Some 
simple and other elaborate, electric defibrillators are 
available, and have become a permanent fixture in many 
operating rooms. 

This discussion by no means covers the entire sub- 
ject of cardiac resuscitation; other drugs and methods 
of treatment have included intracardiac calcium chlo- 
ride administration, quinidine gluconate into the jugu- 
lar vein or into the heart, electric defibrillation through 
the chest wall (without exposing the heart) and resto- 
ration of cardiac contraction and rhythmicity by ex- 
ternal electrical stimulation. 


Postoperative Care 


Cardiac complications after surgery are rare. The 
greatest number occur in patients with coronary artery 
disease. In these patients, death may be due to acute 
myocardial infarction, congestive heart failure or the 
sudden development of ventricular fibrillation. Wro- 
blewski and LaDue reported on 15 cases of postopera- 
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tive myocardial infarction with six deaths. Most note- 
worthy was the infrequency of chest pain (27 per cent) 
and dyspnea (6.5 per cent) as an early manifestation 
of acute myocardial infarction (as compared to non- 
surgical cases of coronary thrombosis). The modus 
operandi by which surgery may precipitate occlusion 
includes the following factors: (1) preoperative coro- 
nary sclerosis; (2) cardiac arrhythmias; (3) blood vol- 
ume fluctuations, shock and hypoxia; (4) increased 
postoperative blood coagulability, increased fibrinogen 
and blood platelets, tissue injury and other factors. 

The symptoms of myocardial infarction postopera- 
tively must be differentiated from pulmonary embolism, 
pulmonary edema, shock and abdominal crises. Since 
the classical symptoms of infarction (pain, dyspnea) 
are not usually present, more frequent use of the elec- 
trocardiogram becomes important in elucidating un- 
explained postoperative signs and symptoms. Infarcts 
occur within three days after surgery in 60 per cent 
of cases. 

Another feature of the postoperative management 
of cardiac patients deserves attention, namely the ad- 
ministration of fluids. All preparations containing so- 
dium, including whole blood and plasma, should be 
avoided unless they are definitely needed (blood loss, 
electrolyte imbalance). When fluids must be given, 5 
per cent glucose in distilled water should be employed. 
This applies to the operative period also, at which time 
blood may be used only to replace appreciable losses. 
The rationale here, obviously, is the prevention of pul- 
monary edema or any degree of congestive heart failure. 


The frequency of phlebothrombosis and pulmonary 
embolism among patients with heart disease suggests 
the importance of using anticoagulants postoperatively, 
as well as other prophylactic measures, such as early 
ambulation and foot exercises for elderly patients whose 
reserve of physical strength is usually low and who 
have to be kept in bed longer than younger patients. 
The frequency of pneumonia and atelectasis, especially 
in patients with deformed chests, is prevented through 
the use of antibiotics, breathing exercises and frequent 
position changes and exercises to prevent hypostasis. 
Abdominal distention should be avoided, and when it 
occurs, a Levine tube should be inserted and the stom- 
ach decompressed. Inhalation of oxygen in high con- 
centration apparently helps prevent abdominal disten- 
tion. One should also remember that postoperative 
tachycardia does not have to implicate the heart. A 
careful examination, including the removal ofa dressing, 
may reveal the real offender, an infected wound. All 
postoperative complications should be treated as if no 
surgery had been performed, weighing, of course, the 
necessity of such treatment as may conflict with the 
management prescribed by the surgeon. 

An appropriate closing would quote Ochsner’s 
words: “I think it would be unfortunate should sur- 
geons receive the impression that patients suffering 
from heart disease are especially safe. I believe they 
are safe because they are considered especially unsafe.” 


An extensive bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


Thyroid Failure Following 
l Therapy of Graves’ Disease 


Or 332 paTiENTS with Graves’ disease treated with radio- 
active iodine, 32 (9.6 per cent) developed permanent thy- 
roid failure. Temporary thyroid failure occurred in 7 
patients (2.1 per cent). The incidence of thyroid failure 
was lower when the I'*' dosages were calculated on the 
basis of estimated weight of the thyroid gland than when 
based on clinical judgment alone. The thyroid failure 
usually occurred within two months after the patient had 
become euthyroid. The occurrence of low ['* uptake after 
the patient became euthyroid was often a forewarning of 
the development of thyroid failure. 

Factors that predisposed the development of thyroid 
failure were overdosage of I", small size of goiter, and 
variation in sensitivity of the thyroid cells to I'*.—Epcar 
H. Warp, M.D., Penn G. SKILLERN, M.D. and James R. Cook, 
M.D., Cleveland Clin. Quart., 22: 164, 1955. 
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It has been shown that the Papanicolaou smear test 
can indicate the probable presence of uterine cancer, 


even in the absence of symptoms or signs—as in carcinoma in situ. 
Seventy thousand women were screened by this method. 

Of the 544 cancers found, more than 80 per cent of the 
intraepithelial and 29 per cent of the invasive cancers 

were previously unsuspected. 


Cytology as an Aid to the Diagnosis of Uterine Cancer 


BY RAYMOND F. KAISER, M.D. 


Chief, Field Investigations and Demonstrations Branch 
National Cancer Institute, National Institutes of Health 


Bethesda, Maryland 


THE eA of studying the exfoliated cells in various 
secretions of the body is not new. Examination of the 
vaginal fluid was first performed by Pouchet more than 
100 years ago. However, his interest—as well as that 
of many investigators who followed him—was related 
to analysis of the normal human sex cycle and to prob- 
lems of mammalian sex physiology. It was not until 
1923 that cytology was first applied to the diagnosis of 
uterine cancer by Papanicolaou. Despite his early rec- 
ognition of the possibility of diagnosing uterine cancer 
by this method, the interest of clinicians in its poten- 
tialities was not aroused. Some years later, Dr. Papani- 
colaou became associated with Dr. Herbert F. Traut 
and subsequently with Dr. Andrew A. Marchetti. As a 
result of these associations and further investigations, 
the use of vaginal smears in cancer diagnosis was placed 
on a more solid basis. 

Papanicolaou and Marchetti introduced the endo- 
cervical and endometrial smear techniques. Since then, 
numerous investigators and clinicians throughout the 
country have repeated their observations and have con- 
firmed their findings. Today the Papanicolaou or cyto- 
logic test has been established as a valuable diagnostic 
aid for the detection of early uterine cancer. 

The cytologic test is based on the fact that cancer 
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cells do not adhere closely together. These cells are 
shed readily, and they have distinctive characteristics 
which permit them to be identified. Whether detached 
and completely isolated, or clustered in fragments of 
tissue as frequently seen in smears, cancer cells retain 
some distinctive traits. The diagnostic value of the 
smear test is based on the constant exfoliation of malig- 
nant neoplasms that have free surface. Exfoliation oc- 
curs even in incipient or hidden carcinomas such as 
carcinoma in situ. Aberrant cells may be exfoliated 
from the surface of cancerous growth even before it 
is ulcerated. 

It has been demonstrated in many clinical investiga- 
tions that this technique can indicate the probable ex- 
istence of uterine cancer, particularly where the cervix 
is involved, even in the absence of significant signs or 
symptoms. One of the greatest merits of the cytologic 
test is that it permits the early recognition of incipient 
and hidden lesions such as carcinoma in situ—a lesion 
that is potentially 100 per cent curable. 

It is thought that an appreciable number of epider- 
moid cervical cancers pass through the stage of car- 
cinoma in situ before invasion begins. On the basis of 
this concept, plus the simplicity and low cost of the 
cytologic test, it was decided to evaluate vaginal cytology 
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Biopsies in these of the first 70,000 women 
screened who had positive 
a or suspicious smears. 


Borderline or Suspicious 129 12.0 
inadequate Biopsies 34 3.2 
Negative 369 34.2 


*88.3 per cent unsuspected. 


as a general population screening procedure for the 
detection of early uterine cancer. 


Methods and Results 


This study was undertaken in Memphis and Shelby 
County, Tennessee, in 1951. It was conducted by the 
National Cancer Institute in cooperation with the fol- 
lowing institutions and organizations: The Divisions 
of Pathology and Bacteriology and of Obstetrics and 
Gynecology of the University of Tennessee ; the Mem- 
phis and Shelby County Health Department; the 
Shelby County Medical Society ; the Bluff City Medical 
Society; and the Shelby County Unit of the American 
Cancer Society. 

The purposes of the study were multiple: (1) to de- 
termine the feasibility and practicality of vaginal cy- 
tology as a general population screening procedure; 
(2) to determine age, specific incidence and prevalence 
rates for preinvasive and invasive cancer; (3) to deter- 
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mine the course and fate of carcinoma in situ, and (4) 
to determine whether, through this procedure, cervical 
cancer can become largely a curable disease. 

Preliminary results as reported by Erickson and his 
coworkers were encouraging, and later results are even 
more so. This presentation is concerned with a report 
of the first 70,000 women screened (Table 1). Positive 
or suspicious smears were found in 1.9 per cent of the 
first 70,000 women screened. Biopsy diagnoses were 
completed in 81 per cent (1,076) of these cases. Biop- 
sies showed 527 cancers of the uterus—invasive and 
intraepithelial. Two hundred eighty-two were intra- 
epithelial or noninvasive, and 245 were early invasive. 
This incidence rate for intraepithelial lesions is roughly 
40 times the incidence rate reflected by a survey which 
was conducted in Memphis in 1950 and 1951 to serve 
as a base line for the screening study. Of the 544 genital 
cancers found, 88 per cent of the intraepithelial and 
79 per cent of the invasive lesions were previously 
unsuspected by physicians or patients. 

The age distribution of the cancer found is interest- 
ing. Intraepithelial cancer occurred more frequently 
in the younger age groups. The peak of incidence of 
intraepithelial cancer was about age 33, while that of 
invasive cancer was age 52. These data suggest that 
cancer of the cervix may exist for varying periods of 
time in a noninvasive form that is 100 per cent curable. 
It is possible to identify such an intraepithelial lesion 
by means of the Papanicolaou smear, even though the 
cervix looks normal. Similar results in detecting early 
uterine cancer have been reported by Martin, Slate and 
Merritt as well as others, through routine smear ex- 
amination of patients in private practice. 

It would appear, therefore, that the cytologic test is 
a practical, efficient means of detecting early uterine 
cancer. If this procedure could be made available to 
women throughout the nation, the potential mortality 
due to cancer of the uterus could be reduced. 

A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 
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The help of the physician may be necessary for maintenance 


Cora of health in childhood, for productivity in adulthood 

S 3) | and for happiness in old age. The chief objectives 

of modern pediatric care are the prevention of accidents 

and the guidance of emotional development. Periodic checkups, 
making use of a careful history, complete physical examination 
and indicated laboratory tests, aid in the maintenance 

of a productive adulthood. In old age, the physician 


hy eer can offer guidance in the areas of work, rest, diversion 


and moderation in habits. Fear and loneliness must be prevented 


to achieve happiness in elderly patients. 


The Art of Growing Old 


BY LOUIS F. RITTELMEYER, JR., M.D. 


School of Medicine, University of Mississippi 


Jackson, Mississippi 


Otp AGE is becoming a habit with Americans. Fifteen 
million people over the age of 65 attest to the 20-year 
increase in life expectancy since 1900. 

However, this is no time for complacency. Many 
problems remain. These can be roughly divided into 
three phases: (1) childhood, (2) adulthood, (3) old 
age. Each has its own problems. Yet they all provide an 
opportunity for doctors to apply their skill toward the 
attainment of common goals: promotion of health, cure 
of illness, and prevention of disability and death. 

There is an art to growing old: the trek from healthy 
infancy, through productive adulthood, to happy old 
age is no accident. Many make this trip with little help 
from anyone except their parents and their own talents 
and energy. Others need a great deal of help, and we 
as physicians can provide it. 

The treatment of disease is only one aspect of the 
doctor’s function. Others are just as essential, but re- 
ceive considerably less attention. Health promotion 
and disease prevention are important considerations 
in patient care and will be considered here as they 
contribute to man’s progress from infancy to old age. 

While each age group has somewhat different prob- 
lems, there is a common bond among them: they are 
net isolated segments of life, but parts of a continuous 
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process in which patterns set in one phase inevitably 
lead to success or failure in the next. It may truly be 
said that the over-all aim of medicine is to assist the 
patient along the road of life by maintaining his mental 
and physical health on the highest possible level to 
help him meet the opportunities and problems that lie 
ahead. This has been called ‘anticipatory medicine.” 


Growing Up 


The fundamental objective of pediatrics is to guide 
children safely and happily through childhood so that 
they will become healthy, well-adjusted, normal 
young adults. 

——James G. HuGHEs, M.D. 


Hughes’ statement implies that our responsibility to 
children embraces emotional and moral as well as 
physical health. All three must be protected and nur- 
tured if children are to become useful and productive 
men and women. Since the development of antibiotics 
and immunizations, most infectious diseases have 
ceased to be serious threats to the life and health of 
youngsters. The accomplishments of the medical pro- 
fession in this area are truly remarkable. But another 
problem confronts us—accidents. 
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PREVENTION OF ACCIDENTS 


Instead of pneumonia and diphtheria, we see burns 
and drownings. We are confronted with automobile 
accidents and poisonings in place of whooping cough 
and tuberculosis. Today, accidents are the greatest 
single threat to the physical well-being of children. 
More than 12,000 children are accidentally killed every 
year in the United States. This is greater than the 
mortality from the next six leading causes of death 
combined! And there are an estimated 100 serious in- 
juries for every death. 

The question is: how can we prevent accidents? 
Broadly speaking, this can be done in two ways—by 
protection and by education. From absolute protection 
during the cbild’s first few months of life to almost 
complete reliance on education by his seventh year, 
there is a gradual decrease in dependence on protec- 
tion and an increase in emphasis on education. 

Dietrich compares accident prevention with immuni- 
zation against infectious diseases. Protection gives pas- 
sive immunity, effective immediately but for only a 
short time; whereas, education affords active immu- 
nity, developing slowly and requiring periodic “‘boost- 
ers,” but more enduring. This analogy is all the more 
appropriate because advice on accident prevention can 
be given when the child’s mother brings him in for his 
**shots.” 

The advice given will vary according to the age of the 
child. Reassurance of the mother regarding her fear of 
real and fancied dangers to her baby’s health should 
make up much of the early discussions. Specific advice 
concerning protective measures can be proffered as the 


Education Adulthood 


Protection. 


Drownings 


Figure 1. Bridge of safety. 
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child becomes more likely to get himself into trouble, 
around the age of 6 to 8 months. When booster im- 
munizations are given, more emphasis can be placed on 
the need for education and discipline (Figure 1). 

It is apparent that the success or failure of these 
attempts will depend almost entirely on the child’s 
parents. Nevertheless, the physician who assumes re- 
sponsibility for periodic preventive care to children 
should not shirk his responsibility to instruct their 
parents in accident prevention. The need is obvious to 
us; it is our duty to make it clear to all parents. 


GUIDANCE OF EMOTIONAL DEVELOPMENT 


Periodic contact with children provides the doctor 
with still another opportunity to assist his young 
charges to become “healthy, well-adjusted, normal 
young adults.” He can promote healthy emotional 
development and detect personality disorders early. 
The general practitioner’s knowledge of the whole 
family—as individual people and as a unit—places him 
in an advantageous position for advising parents on 
the prevention and management of behavior problems 
in children. 

Any attempt at guiding the emotional development 
of a child must be built on the basis of an understand- 
ing of his emotional needs. The most important of 
these are the need for affection and the need for disci- 
pline. The former is well known and universally ac- 
cepted; it requires no further comment. The latter— 
exercise of parental authority—deserves elaboration. 

When parents lack the proper love for their chil- 
dren, or fail to demonstrate their love, there isn’t too 
much that a physician can do to change things. How- 
ever, when discipline is not applied properly, it may 
be due to the parents’ misconceptions of its rightful 
place in child-rearing. This is quite understandable: 
contradictory advice from all sorts of faddists, self- 
styled experts and “progressive” educators has filled 
popular magazines for several years. Unfortunately, 
many of these literary efforts have concentrated almost 
entirely on the need for protecting Junior’s sensitive 
psyche, to the complete exclusion of the need for de- 
veloping his character. 

If parents followed their natural impulse to mix a 
judicious supply of spankings with generous amounts 
of loving attention, fewer juvenile (and adult) delin- 
quents would develop, and emotional disorders of 
adulthood would be less frequent. The start of these 
can frequently be traced to early life (Figure 2). 

The great need in preparing children for maturity is 
less concern for satisfying their whims and more atten- 
tion to developing their characters. I can think of no 
better term to apply to this difficult task than “civiliz- 
ing” them. The process is one of guiding them toward 
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Affection 


d Discip 


Figure 2. The straight and narrow path. 


mental and moral responsibility—to their family, to 
society and to God. 


Staying Healthy 


Modern man ... goes through life with fear of 
death; who fearing death, expends his health in 
hypochondriacal distress; who becomes a vitamin- 
taking, antacid-consuming, barbiturate-sedated, as- 
pirin-alleviated, weed-habituated, alcohol-inebriat- 
ed, Benzedrine-stimulated, psychosomatically-dis- 
eased, surgically-despoiled animal. Nature’s highest 
product becomes a fatigued, peptic-ulcerated, de- 
pressed, sleepless, headachy, nicotinized, over-stimu- 
lated, neurotic, tonsilless creature. 

—HErBerT RATNER, M.D. 


If periodic check-ups help keep children healthy, 
they should do as much for adults. It is a popular in- 
door sport for medical authorities nowadays to list 
the things that should be done in this periodic exam- 
ination. The type of examination advised reveals much 
about the advisor’s chief interest but too often leaves a 
general practitioner wondering where he will find the 
time, and his patients the money, to do it as pre- 
scribed. 

At the risk of compounding the confusion, I should 
like to suggest another approach. It is based not so 
much on an attempt to be “complete” as it is to find 
the common disorders to which young and middle- 
aged adults fall heir. White and Geschickter claim that 
200 diseases account for 98 per cent of the illnesses 
in this country and that these can be diagnosed by 
history, physical examination, five simple laboratory 
tests, and a chest x-ray examination. 
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Mortensen found from routine check-ups on sub- 
jectively healthy people that 82 per cent of the time the 
history or physical examination was the procedure of 
primary diagnostic value. Laboratory or x-ray tests 
were the chief diagnostic procedures in 18 per cent 
and important contributory methods in 27 per cent. 

The following routine will, I believe, uncover most 
of the common serious and potentially serious diseases. 


Hisrory 


Past medical history and review of systems are 
necessary to establish a base-line. They also provide 
clues that may suggest the need for special x-ray or 
laboratory tests that would not be done otherwise. 
Family and social history are just as important, par- 
ticularly in detecting evidence of emotional disorders 
and psychosomatic conditions. 

While the medical history most doctors obtain is 
both ample and accurate, family and social histories 
often lack the very ingredients that should make them 
among the most important parts of the periodic check- 
up. Such time-honored questions as, “What did your 
mother and father die of?”’ and “How old were they 
when they died?” may be necessary but are seldom 
revealing. Much more important are “How long were 
they sick?” ‘Who took care of them?” and ‘‘How old 
were you when each of them died?” If parents are liv- 
ing, it is more useful to find out the patient’s relation- 
ship with them than whether or not they have arterio- 
sclerosis or kidney trouble. Similarly, the health of 
siblings is no more important than the interpersonal 
relationships of the patient with them. 

Social and occupational history may sound rather 
routine if we do no more than ascertain if the patient 
smokes or drinks and the kind of work he does. How- 
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TAS Le 1. 
The Periodic Check-up. 


HISTORY 


1, Past medical history 

2. Review of systems 

3. Family history (moet the family) 
4. Social history (know the patient) 


PRYSICAL EXAMINATION 


1, Weight 
2. Blood pressure 

3. Eye grounds 

4. Ear, nose and throat 
5. Heart 

6. Lungs 

7. Aodomen 

3, Rectal examination 
9. Pelvic examination 


LABGRATORY AND X-RAY 


Blood smeor (WBC; note oppearance of red cells} 

2, Hemoglobin (better yet, hematacrit and sedimenta- 
tien rate} 

3. Urinalysis (specific gravity, protein, sugar, micro 
scopic) 

4. Chest x-ray {70 mm. film sufficient) 


ever, inquiry into the patient’s relationships with his 
employer, fellow employees and subordinates may 
bring out significant information. In learning as much 
as possible about the patient’s relationships with his 
family and fellow workers, the physician is better able 
to evaluate his personality and the effect upon it of the 
stresses of living. Many diagnostic problems would be 
no problem at all if we could just read the patient’s 
mind. Learning to know him—rather than his symp- 
toms—is next best. 


PuysicaL EXAMINATION 


The first requirement of a good periodic examina- 
tion is that it is not too expensive, not too painful and 
not too time-consuming. The chief defect in many of 
the recommended periodic health check-ups is that it 
is patently impossible to offer them to a large number 
of people. What, then, is practical? 

Mortensen reported on the conditions found most 
often in apparently healthy subjects. In order of fre- 
quency, they are: hypertension; chronic ear, nose and 
throat infections; dental abnormalities; gynecologic 
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conditions; psychoneuroses and inguinal hernias. A 
search for the commonplace, then, would: appear to be 
practical. 

A good physical examination will reveal many of 
these and other common disorders. It should include 
checking the patient’s weight, blood pressure, eye 
grounds, teeth, ears, nose and throat, heart and lungs, 
abdomen (including inguinal region), digital examina- 
tion of the rectum and, in women, a pelvic examina- 
tion. 

Variation in the routine is desirable to avoid waste 
motion in the history as well as in the physical exami- 
nation. It is well to consider the disorders most likely 
to be present in each patient, depending on age, sex, 
occupation, where he lives, etc., and to design the 
examination to fit the patient. We should not be too 
concerned with universals—only individual people. 


LABORATORY PROCEDURES 


These get a lot of attention from writers on the sub- 
ject but—with the exceptions noted—are of limited 
value unless the history or examination suggests the 
need for special studies. Routinely a blood smear, a 
hemoglobin determination and a complete urinalysis 
should suffice. Sedimentation rate and hematocrit are 
more accurate and informative than the hemoglobin 
and may well be substituted for it. Chest x-rays are 
offered at no charge by most health departments and 
are helpful in detecting cardiopulmonary diseases. In 
the Southern states, where intestinal parasites are 
commonly found, a stool examination is useful. A 
serologic test for syphilis is likewise helpful at times. 

Other tests, such electrocardiogram, basal 
metabolism, liver and kidney function tests, and other 
x-ray and laboratory studies can be reserved for cases 
in which the history or physical examination suggests 
the need for them. The yield in positive findings in re- 
lation to effort and expense will be greater if the physi- 
cian orders special tests with discrimination and 
restraint (Table 1). 


Tue Resurs 

Following the above outline for periodically assess- 
ing the physical and mental health of their patients 
will enable physicians to practice preventive medicine 
by promoting health and treating disease early. It will 
not, and indeed cannot, offer people a guaranteed 
passport to a happy old age. However, it will create 
and nurture a continuing personal relationship be- 
tween doctor and patient. In spite of all the ballyhoo 
about miracle drugs and gadgets, this is still the best 
health insurance we have. 

Two increasingly apparent obstacles to a happy, 
useful and productive life are emotional disorders and 
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chronic diseases. With the former, knowing a person 
—his worries as well as his vital signs—is the only way 
a doctor can give sound advice to prevent major diffi- 
culties. Mental health must be based on. solving minor 
neurotic and psychosomatic problems before they be- 
come major ones. The same is true of chronic organic 
disease—early treatment offers the best opportunity 
to prevent complications and permanent disability. 
Attention to these conditions in their early stages will 
obviate the necessity for salvaging the wreckage later. 


Growing Old 


Q.: When is a man old ? 

A,: When you turn to the obituaries before the sports 

news; when you look at the menu before you look at the 

waitress; when you choose a crowded escalator in- 

stead of the empty stairs; when a party is spoiled 

because you think how awful you will feel tomorrow. 
—Executive’s Dicest 


The rapid increase in life span is creating new 
problems—political, social, economic and medical. 
Each exerts a tremendous influence on the others. As 
physicians, we are naturally more concerned with the 
medical implications of an aging population. Never- 
theless, attention must be given to all facets of the 
problem or we will be unprepared to attack the medical 
problem at hand. Attention must frequently be focused 
on the various social and economic pressures that bear 
on elderly patients. Otherwise, the medical “picture” 
is incomplete. 

Care of the elderly is greatly simplified if physical 
vigor and emotional stability are present in sufficient 
quantity to enable the patient to adapt to his new situ- 
ation in life. This new situation is not necessarily one 
of retirement from work or sudden transition from one 
phase of life to another. It is simply a result of the 
subtle but inevitable forces that over the years lead 
one into the realization that “he is not as young as he 
used to be.” 

Preparation for old age should start early—in in- 
fancy to be precise. The physical and mental stresses 
of life are best overcome by long-range plans. As af- 
fection and discipline prepare the child for adult re- 
sponsibility, healthy attitudes toward work and play 
prepare the adult for a happy old age. Likewise, atten- 
tion to minor disorders and early management of 
chronic disease prevents crippling of the body for 
which rehabilitation is arduous and frequently im- 
possible. 

The most important consideration for doctors to 
keep in mind in caring for people of advanced years is 


‘0 help them develop a proper mode of living. Kern 
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lists four areas in which physicians can offer guidance : 
(1) work, (2) rest, (3) diversion, (4) moderation in all 
things. 

Work. Even in the face of retirement, work should 
not necessarily stop. The type of work is not so im- 
portant; it must meet only one requirement—the per- 
son must be able to do it without detriment to his 
health. Its nature will depend to a large extent on 
one’s skills, physical limitations and need for money. 
However, even if income is not of great concern, work 
is usually desirable. Boredom is a vicious disease. 

Rest. Rest is necessary, but like most good things 
can be overdone. Degenerative conditions, such as 
arthritis and cardiovascular disease, require rest, but 
even here lack of proper exercise soon leads to mental 
and physical deterioration. 

Diversion. A great deal has been written in the popu- 
lar press about diversion and recreation, and further 
comment seems unnecessary. It is important, however, 
and common sense dictates placing as few restrictions 
on the patient as possible. 

Moderation. Moderation in all things —eating, drink- 
ing, working, playing, smoking and resting —just about 
sums up the whole philosophy of “a mode of life” for 
the elderly—and for that matter, the rest of us as well. 


FEAR 


An obstacle to successful management of illness in 
the elderly which occurs rather frequently is fear. It 
may be fear of losing friends, or of financial de- 
pendency or of not being wanted. Sometimes it is fear 
of disability or death. This not only complicates exist- 
ing disease processes but can in itself produce in- 
numerable symptoms. 

Many somatic symptoms of fear are similar to those 
of vascular insufficiency or gastrointestinal atony, and 
it is a tragic fact that too often they are treated as 
“just signs of old age” by many physicians. One reason 
for this is that these people seldom express their fears, 
Unless doctors anticipate them and try to cope with 
them, disappointment is inevitable. 

Management of fear is highly individual, but a few 
general rules apply. Fear of avoidable or nonexistent 
threats can sometimes be relieved by cheerful reassur- 
ance of the patient and by offering appropriate advice 
to his family so that they can help. Fear of the inevita- 
ble, particularly death, presents a different problem. 
Obviously a person must become resigned to the in- 
evitable. The doctor who shows sympathetic under- 
standing and (with the help of the patient’s family) 
provides diversions, may be able to contribute much 
to the patient’s peace of mind. If mental deterioration 
is advanced, little can be done except provide the care 
necessary to insure his comfort. 
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Figure 3. Fear and loneliness are his main troubles. 


LONELINESS 


Another way to help people overcome fear is to listen 
to them—sympathetically and patiently. This is es- 


pecially true for older people in whom there is a 
complicating factor—loneliness. It would seem that 
they have nothing in the world but their symptoms to 
keep them company! The physician who shows enough 
interest in these people to listen to them does them 
more good than all the pills and ampuls in his bag 
(Figure 3). 

Occasionally, circumstances permit a change in the 
patient’s personal life—his attitudes, family relation- 
ships, hobbies, etc.—and when new interests banish 
loneliness, the symptoms leave also. All too often, cir- 
cumstances permit no such change. The most we can 
offer these patients is a friendly ear, simple and inex- 
pensive medications, and leaving the lesser symptoms 
well enough alone. This is why prevention is so im- 
portant. 

Pursuit of interests within a person’s intellectual 
capacity and activity, to the limit of his physical capa- 
bilities, will avoid premature mental and physical stag- 
nation. It has been said many times, and it is surely 
true—we must strive not merely to add years to life, 
but also to add life to years. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Treatment of Hypertension 


SpurRED by the success of the antibiotics and the steroids, 
treatment of hypertension has reached a peak of poly- 
pharmacy unknown in a hundred years, the absolute 
opposite of late-nineteenth-century therapeutic nihilism, 
of which O. W. Holmes was a forerunner. There must be 
a middle ground between a melancholy meditation on the 
mortality statistics, which does nothing for the patient, and 
an eager empiricism, which adds a drug for every 20 mm. 
of mercury above an arbitrarily set level. One will do well 
to remember Dr. Holmes’s apothegm, “food the medicine 
of health, and medicine the food of sickness,” which he 
may have borrowed from an ancient Greek dietician. When 
drugs are used as Socrates pretended to do in the treat- 
ment of brilliant young Charmides’s morning headaches 
(doubtless hypertensive), one should not forget the charm 
that this wise old man said must accompany it—namely, 
psychotherapy.—Ropsert STERLING PALMER, M.D., New Eng- 
land J. Med., 252:940, 1955. 
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A New Specialty 


YounG as atomic medicine is, it already shows signs of be- 
coming a distinct specialty. In California a Society for 
Nuclear Medicine has been formed, with membership com- 
posed of sixty-odd physicists, biochemists and technicians, 
as well as radiologists. The only real prerequisite for joining 
is an interest and professional competence in the field. 

Radiologist Henry L. Jaffe, president of the society, says 
that this sphere of interest is something that “Hippocrates 
couldn’t have anticipated in his wildest dreams.” “The 
peacetime uses of atomic energy have engulfed the medical 
profession with a flood of unfamiliar problems,” says Dr. 
Jaffe. ‘Just as cardiologists get together to compare notes 
on angina pectoris, so do we intend to pool our knowledge 
on such subjects as the hematology of radiation, survival 
methods in an atomic attack, the clinical application of 
isotopes, and the hazards to industrial workers and physi- 
cians who handle nuclear material . . ."—Medical Econom- 
ics, p. 6, July, 1955. 
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Pneumatocele 


BY SOL KATZ, M.D. 
Associate Editor, GP 


A PNEUMATOCELE (regional obstructive emphysema) is a 
form of acquired lung cyst seen especially in infancy 
following pneumonia. The pneumonia is usually the 
suppurative variety due to the staphylococcus or 
streptococcus. There is an associated inflammatory nar- 
rowing of the bronchioles producing a ball-valve type 
of obstruction resulting in trapping of air distal to the 
obstruction. The increased intra-alveolar pressure re- 
sults in hyperinflation of the lung with disruption of 
alveolar septa. In the highly elastic lungs of an infant 
there is less fragmentation and more stretching. This 
accounts for the complete disappearance of the cystic 
structure when the bronchial infection subsides and the 
obstruction is relieved. 

Clinically, the infant is usually very ill with cough, 
fever, often dyspnea and cyanosis. Older children may 
expectorate purulent nonfetid sputum. Roentgeno- 
grams show areas of consolidation within which one or 
more zones of rarefaction of varying size appear. Shortly 
thereafter one or more large cavities are seen. These are 
almost perfectly spherical. Frequently, the cavitation 
appears when the clinical manifestations of infection are 
subsiding, thus coming as a complete surprise. This dis- 
parity between clinical quiescence and large or enlarg- 
ing cavities is the important diagnostic clue. Such a 
clinical course is not consistent with pulmonary de- 
struction due to abscess formation. In other words, the 
large intrapulmonary cavity due to tissue destruction 
has a different significance than a large cavity that 
owes its size almost entirely to hyperinflation (pneu- 
matocele). 

The cavity is usually air-containing but occasionally 
there is an air-fluid level or even more rarely it is filled 
with fluid. However, a large amount of fluid within a pul- 
monary cavity in a child is more frequently indicative of 
an infected congenital cyst or a lung abscess. A pneu- 
matocele may become very large and compress normal 
lung. 

Pneumatoceles usually do not require surgical ther- 
apy for they usually disappear spontaneously in a few 
weeks or a few months although the patient is asymto- 
matic during this period. It is rare for these acquired 


cysts to rupture spontaneously and produce pneumo- 
thorax. 
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Figure 1. Large round cavity (pneumatocele) in right lung with 
background of pneumonic density. 


Figure 2. Same patient, approximately three weeks later. The cavity 
has decreased markedly in size. 


Figure 3. Same patient two years later. Lung fields clear. 
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It is wrong to suppose that parotid tumors 
may safely be watched. They should be removed promptly, 

and entirely if possible. In some instances, complete removal 

of a neoplasm is not practicable. Then the advisability 

of adding irradiation therapy should be considered. 

When the facial nerve has to be sacrificed as part of the operation 
(and it usually has to be in cases of cancer), plastic operations 
are necessary for relief of the resulting deformity. 


Treatment of Tumors of the Parotid Salivary Gland 


BY IRVING M. ARIEL, M. D. 
Pack Medical Group, New York City 


THE INADEQUACY of past methods of treating parotid 
tumors has produced a high rate of recurrences and 
treatment failures, which has resulted in confusion 
concerning the natural history of parotid neoplasms. 
Many physicians believed that parotid tumors origi- 
nated from multicentric foci, and they attributed the 
high recurrence rate to the concept that new tumors de- 
veloped after the treated ones had been cured. Another 
empiric and fallacious practice was that advanced by 
McFarland, who believed that the recurrence rate was 
lower when the larger parotid tumors were excised; 
therefore, he advocated the practice of watchful wait- 
ing until the tumor became “ripe” before excising it. 

It has been determined that most tumors arise as a 
single nidus and gradually grow to infiltrate the glan- 
dular parenchyma and sometimes to compress or in- 
filtrate the facial nerve. The high recurrence rate is the 
result of inadequate removal because of fear of damag- 
ing the nerve. 

The purpose of this review is to present criteria for 
treating parotid neoplasms. 


Classification of Parotid Tumors 


For determining the type and extent of treatment 
for different parotid neoplasms, the simplest and most 
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adequate classification into which the majority fit is 
arrived at by merely subdividing the group into (1) 
benign epithelial tumors (mixed tumors are the most 
frequent), (2) malignant epithelial tumors (carcinoma), 
and (3) miscellaneous, which includes a heterogeneous 
group composed of other than epithelial elements. 

Complete classifications have been presented re- 
cently, and are important in understanding the 
pathologic development of the salivary gland cellular 
elements, in determining the radiosensitivity of cer- 
tain tumors and in prognosis (Table 1). 

It is difficult at times to establish the exact patholog- 
ic type because salivary gland tumors may develop 
rather bizarre formations or combinations. Not infre- 
quently, an apparently benign tumor will show infiltra- 
tion of the capsule, while others will have one locus 
that is malignant and will produce distant blood- 
borne metastases. 


Clinical Features 


Incidence. Hellwig described an incidence of 2 per 
cent of 4,352 tumors at Wichita, Kansas, and Schrein- 
er and Mattick noted an incidence of salivary tumors 
of 1 per cent at the State Institute for Malignant Dis- 
eases at Buffalo, N. Y. Ahlbom observed only 254 
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tumors of the salivary gland during 20 years at the 
Radiumhemmet, which institute treats patients with 
neoplasms from the entire country of Sweden. 

It is difficult to compare the true incidence in re- 
lationship to other neoplasms since certain treatment 
centers have disproportionate numbers of patients 
bearing parotid tumors referred to them. 

Etiology. There is no definite factor or group of 
factors that could account for the production of these 
tumors. There is no correlation with such factors as 
poor oral hygiene, previous infection, associated dis- 
eases such as syphilis or tuberculosis, or repeated 
trauma. 

Age. The average age of the 100 patients with tu- 
mors of the parotid gland reported by Ariel and asso- 
ciates was 45.2 years. The average age for patients 
with benign tumors was 36.1 years. In the 44 patients 
with carcinoma of the parotid gland, the average age 
was 52.9 years. The peak incidence for patients with 
benign tumors is distinctly less than that for patients 
with carcinoma. 

However, there is so much overlapping in the ages 
of the two groups that the age of a given patient can- 
not be utilized to determine if the given tumor be 
benign or malignant. 

Symptoms. The history was always related to the 
presence of a slowly growing, painless mass in the 
vicinity of either ear. An asymptomatic mass was uni- 
formly the symptom of patients with benign tumors, 
while in patients bearing carcinoma, in addition to the 
mass, some also complained of pain, dysphagia, facial 
nerve paralysis, or a cervical tumor. When the latter 
symptoms and signs were present, the diagnosis was 
carcinoma. 

Culpability for Delay in Seeking Therapy. The aver- 
age delay of all patients with tumors of the parotid 
gland was 42 months. Patients with benign tumors of 
the parotid gland delayed an average of four years and 
patients with carcinoma delayed an average of a little 
more than three years. Thus a tumor of long duration 
may be a carcinoma, and the period of its presence 
may be no indication of its morbid anatomy. 

The culpability in most instances lay with the pa- 
tient, who delayed excessively before seeking medical 
attention. Although most physicians instituted early 
treatment, their failure to understand the natural his- 
tory of parotid neoplasms resulted in only partial ex- 
cision of the tumor, frequently as an office procedure. 

Location of Tumors. There is no selectivity for either 
side in the benign or malignant tumors of the parotid 
gland. Bilateral parotid involvement by tumor occurs 
8 a great rarity. 

Clinical Course. Tumors of the parotid gland, both 
benign and malignant, are characterized by their slow 
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growth. It usually takes one year or more before the 
average tumor reaches a size of 2 cm. The average 
duration of 42 months before the patients seek medi- 
cal attention characterizes the benign clinical course 
manifested by these tumors. Most patients complained 
of no symptoms other than the cosmetic deformity. 
Some patients had cervical metastases in addition to 
the primary tumor on admission. 

In most instances, the tumors were located at the 
angle of the jaw, usually directly in front of the lobe 
but occasionally posterior to the lobe. Because of the 
embryologic development of the parotid gland (dis- 
cussed later), with glandular projections in several 
directions, and because of the thin capsule about the 


Tae.e 
_ Classification of Parotid Tumors 
(After Rawson, Howard, Royster and Horn) 


“A. Benign epithelial tumors 
Mixed tumor 
2. Papillary cystadenoma lymphomatosum 
(Wharton’s tumor) 
3. Sebaceous gland tumor 
4, Adenoma 
a. Ordinary adenoma 
Oncocytic adenoma 


B. Malignant epitielial tumors 
1. Cylindroma 
2. Malignant papillary cystadenoma 
3. Adenocarcinoma 

4. Squamous cell carcinoma 

5. Undifferentiated carcinoma 

6. 


Mixed carcinoma (mucoepidermoid carcinoma) 


CG. Miscellaneous tumors 
Benign 
a. Cysts 
b. Lipoma 
Neurofibroma 
d, Lymphocytic tumor 
Hemangiocendotkelioma 
2. Malignant 
a. Neurosarcoma 
b. Fibrosarcoma 
c. Melanoma 
d. Lymphosarcoma 


e. Hodgkin’s disease 
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Figure 1a, b and ¢. Clinical photograph of massive mixed tumors. 


gland in certain locations (retromandibular), parotid 
tumors may present in different locations. They may 
occur along the zygoma and at any locus in a region 
extending from the zygoma in a semicircular manner 
to the angle of the jaw and posteriorly to the mastoid 
process in addition to the pharynx. 

On physical examination, the characteristic finding 
was a smooth, ovoid, firm mass which, in many of the 
benign tumors, was movable, and the overlying skin 
moved over the tumor. 

Attempts to discern by physical examination wheth- 
er a tumor is benign or malignant are often mislead- 
ing. Thus, carcinoma of the parotid gland may pre- 
sent as a smooth, firm, freely movable mass within the 
parotid gland, which suggests benignity. The converse 
is also encountered where, because of an associated 
sialadenitis around a benign tumor, the presumptive 
diagnosis will be carcinoma. 

The size of the tumor, likewise, is no criterion in 
distinguishing a benign from a malignant tumor. The 
average size of the benign tumors studied here was 3.3 
cm. in diameter, whereas the average size of the car- 
cinomas was 5.4 cm. in diameter. Although the average 
size for carcinomas was larger, mixed tumors may be 
massive (Figure 1). 

The tumor may arise from the retromandibular por- 
tion of the parotid gland, become localized between 
the posterior edge of the ascending ramus of the man- 
dible and the mastoid process, and present clinically 
as a poorly defined fullness rather than a discrete 
mass. 

Physicians often do not suspect that this poorly 
delineated fullness is neoplastic. Thus, one must con- 
sider the possibility of a parotid tumor in all instances 
of fullness in this region. 
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Gross Pathologic Anatomy 


Parotid tumors are firm, grayish white, rounded 
and usually have a definite capsule. As the tumor grows 
the capsule may become thinned or become invaded 
by tumor cells. If the tumor is superficial, it may grow 
into the subcutaneous tissue, being attached to the 
parotid gland by a rather narrow base. Certain benign 
parotid tumors in the superficial location may grow to 
massive sizes and present as a large pedunculated mass 
with a thinned-out skin and often necrosis and second- 
ary infection. 

Tumors situated within the depths of the parotid 
gland will, with continued growth, compress the 
branches of the facial nerve. Benign tumors may grow 
to large sizes with consequent marked pressure against 
the facial nerve branches, but no instance has been 
encountered in which paralysis or paresis developed 
from this type of pressure. On the other hand, malig- 
nant tumors may infiltrate the nerve, with ensuing 
facial paralysis. 

Whereas benign tumors tend to remain discrete, 
carcinomas will invade contiguous structures and, in 
advanced cases, will present a brawny fixed mass 
that is adherent to the parotid, overlying skin, and 
surrounding cervical tissues (Figure 2). They might 
become fungating and ulcerating. A neuralgia of the 
trigeminal nerve can occur from infiltration into the 
nerve. Extension of the tumor into the pterygoman- 
dibular fossa produces interference with jaw motion. 
Cervical metastases may occur. 

Although malignant tumors usually differ in gross 
appearance from the benign ones, it is frequently dif- 
ficult to distinguish between the two types, either 
clinically or at the time of operation. The presence of 
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a definite capsule is no assurance of the benignity of 
the tumor. Careful microscopic examination not infre- 
quently reveals infiltration of the capsule by tumor 
cells at one or more foci, with extension of the cancer 
into the surrounding glandular tissue. 

In several instances, at the time of exploration, the 
tumor was considered to be malignant because of 
marked induration about a solid tumor mass. In these 
instances the indurated gland was resected with the 
tumor mass, and the benign nature of the tumor was 
established by microscopic examination, with the in- 
duration found to be due to an associated sialadenitis. 


Diagnosis 


Because of the difficulty in establishing a preoper- 
ative correct diagnosis, recourse must be had to addi- 
tional data. 

Sialography. The installation of Lipiodol into the 
parotid ducts and roentgenographic visualization of the 
gland give evidence of a mass within the gland. An 
anteroposterior view indicates its location (superficial 
or deep). Although Blady and Hocker described how 
benign and malignant tumors could be identified by 
this technique, it has been found most difficult to dis- 
tinguish one from the other. The technique is a dis- 
tinct aid in identifying the nature of a mass in the 
parotid region and in distinguishing those that are 
extrinsic to the gland. Intrinsic masses can be further 
subdivided into inflammatory reactions, with dilatation 
of the entire ductal system, from a solid mass within 
the gland containing no ducts but producing distortion 
of the surrounding ducts. This visualization indicates 
the location of the tumor and its relation to the facial 
nerve (whether superficial or deep) and aids in formu- 
lating the operative plan. 

Cervical Lymph Nodes. The presence of cervical 
adenopathy may indicate metastases from a parotid 
carcinoma, or may have some other meaning. In sever- 
al instances, cervical adenopathy associated with a 
parotid mass was later found to be chronic lymphaden- 
itis due to an intraoral infection which subsided with 
antibiotic therapy. 

Another diagnostic pitfall is the presence of a small 
mass situated at the anteroinferior aspect of the paro- 
tid gland which is frequently mistaken for a primary 
parotid neoplasm. This may represent metastases from 
a silent intraoral primary cancer to the subfascial, 
extraglandular parotid lymph nodes. In other in- 
stances, lymphomas may present as a tumefaction in 
this locality. 

Technique for Histologic Diagnosis. The premise is 
accepted that a clinical diagnosis is often misleading; 
hence it cannot be utilized as a guide for therapy. In 
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every instance a histologic diagnosis is obtained. The 
first attempt is an aspiration biopsy. This expedient 
procedure is performed rapidly as part of the physical 
examination and usually establishes the diagnosis. 
The aspiration biopsy is repeated if the first attempt 
is unsuccessful. 

It is considered unwise to perform an incisional 
biopsy preceding operative intervention for fear of 
rupturing the capsule and inducing exophytic exten- 
sion. Therefore, an exploratory incision into the paro- 
tid is made, and a frozen section is performed. If this 
test is not diagnostic and the resection would involve 
sacrifice of the facial nerve, the patient could be bene- 
fited most by closing the wound and awaiting the 
diagnosis from fixed sections before proceeding with 
a radical operation. 


Metastases 


Malignant parotid neoplasms metastasize by means 
of the lymphatics and the blood stream. Metastases 
occur in 25 per cent of the patients with parotid can- 
cer. The lungs are a frequent site, and occasionally 
many organs are diffusely invaded. Metastases from 
parotid cancer may sometimes adopt rather bizarre 
manifestations. 

An interesting feature of the behavior of the metas- 


Figure 2. Carcinoma of the parotid gland which has extended into 
the pterygomandibular fossa and is fixed to the overlying shin. 
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tases from parotid cancer is that, in certain instances, 
the metastases may grow wildly and the patient may 
die within a very short period. In other instances, 
especially the cylindroma type, massive metastatic de- 
posits may be observed in the lungs over a period of 
years and produce minimal symptoms. 


Recurrence of the Tumors 


Benign Tumors. Recurrence usually results from in- 
adequate excision. It occurred in one patient in a 
series reported by Ariel, et al. 

Carcinoma. Of the 46 patients bearing carcinoma 
studied by the author, 17 (37 per cent) presented 
evidence of recurrence an average of 2.7 years from the 
time of attempted therapy; the range was from four 
months to ten years. Of this group of 46 patients, 33 
had been treated elsewhere before referral, and of the 
13 patients treated initially at this institution, nine 
were referred with the neoplasm operable. There was 
a recurrence in one patient 15 months after operation. 

Kirklin reported that 34.3 per cent of the patients 
treated for recurrence developed a second recurrence. 
This would seem to indicate that the distorted tissue 
subsequent to an initial attack hinders adequate dis- 
section of residual tumor tissue. 

Another cause for recurrences is spillage at the time 
of extirpation, with seeding of tumor cells in the area. 
The presence of several small tumor nodules in the 
operative scar demonstrates this type of tumor 
propagation. 


Clinical Variations According to Pathologic Type 


Malignant Mixed Tumor. These tumors have a tend- 
ency to invade locally and sometimes grow to large 
size. Two patients observed presented the ominous 
symptom of facial nerve paralysis. 

Some authors (Kirklin and associates) do not believe 
in classifying such tumors as malignant mixed tumors 
but rather under the heading of the predominant cell 
type, such as squamous cell carcinoma, adenocarci- 
noma, and so forth. The designation of malignant 
mixed tumors or carcinoma within a mixed tumor 
indicates the natural history of the specific neoplasm. 

The treatment, of course, should be radical surgical 
extirpation, combined with neck dissection when a 
carcinoma is more than Grade I malignancy. Although 
these tumors are relatively radio-resistant, postopera- 
tive gold radon seeds are indicated whenever infiltra- 
tion into contiguous structures has occurred. If there 
is a possibility of residual tumor, the interstitial irradi- 
ation may be supplemented with external deep x-ray 
therapy. 
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Cylindroma. Cylindromas have constituted 3 pcr 
cent to 4 per cent of parotid tumors. They grow slow\y 
but relentlessly. They invade locally, metastasize i» 
regional lymph nodes (23.6 per cent) and also pru- 
duce distant metastases. These tumors are relatively 
resistant, and although the initial response to x-ray 
therapy is good, recurrence is the rule. 

Adenocarcinoma. These tumors are more malignant. 

Squamous Carcinoma. Of the six patients observed, 
three died from cancer. The course of patients bearing 
them is somewhat prolonged. 

Mucoepidermoid Carcinoma. This interesting tumor, 
first identified by Stewart, Foote and Becker, who 
described it as being either of very low-grade or of 
very high-grade malignancy, shows great variation in 
its clinical course. These tumors are relatively radio- 
resistant, although Rawson and coworkers described 
beneficial effects in one such patient receiving x-ray 
therapy. 

Undifferentiated Carcinoma. Massive growths and 
regional lymph node metastases, as well as distant 
metastases, are produced by this malignant neoplasm. 
The most radical attack, including surgical extirpation 
plus interstitial gold radon seeds and external radi- 
ation therapy, must be administered to effect a cure. 

Miscellaneous. The miscellaneous groups vary in 
malignancy from very benign lipomas and lympho- 
cytic tumors to highly malignant adenosarcomas. The 
clinical behavior of sarcoma and melanoma in the 
parotid is similar to that of these neoplasms elsewhere. 


Treatment 


A series of treatment practices demonstrates some 
lamentable shortcomings in the over-all treatment of 
parotid tumors and indicates routes of attack to over- 
come these shortcomings. Some of these are: 

Errors in the Management of Mixed Tumors. 1. The 
slow growth of mixed tumors has lulled both patients 
and physicians into a false sense of security concerning 
the benignity of these tumors. Thus, patients are first 
seen for treatment after long delays. During the delay, 
a certain number of the tumors may have undergone 
malignant transformation and may be inoperable when 
first observed. In other instances, the tumor may ex- 
tend into the retromandibular portion of the parotid 
gland, making resection more difficult, or the tumors 
may grow externally (Figure 1) to massive proportions. 
Although the latter are usually technically resectable 
with good end results, they do present a frightful 
appearance. 

2. The belief that mixed parotid tumors are well 
encapsulated has led to the performance of local 
enucleation with resultant frequent recurrences. Some 
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believe that there is no real capsule about the tumors 
and that the pseudocapsule consists of compressed 
parotid parenchyma. Regardless of the nature of the 
capsule, it has been amply demonstrated that infil- 
tration of the capsule by tumor cells occurs frequently. 
Accordingly, the capsule must be removed in every 
instance. 

3. The previous fallacious teachings that larger 
tumors respond better to surgical extirpation have led 
to the dangerous practice of watchful waiting. All 
parotid tumors, like all tumors in every part of the 
bedy, should be removed as soon as they are detected. 

4. The performance of excisional biopsy without 
definitive treatment accounted for spillage and seeding 
of new foci of growths in certain instances. 

5. The diffuse fullness of certain tumors (papillary 
cystadenoma lymphomatosum or retromandibular tu- 
mors) was not suspected of being neoplastic, and 
treatment was not instituted. 

6. Lack of knowledge of the anatomy of the parotid 
gland and fear of dealing with the facial nerve have 
led to inadequate surgical excision. Recurrence is the 
rule. Past teaching indicates that this is a natural 
characteristic of mixed parotid tumors and that a re- 
currence should be expected. Parotid tumors exem- 
plify an instance where inadequate medical efforts have 
camouflaged the natural history of a neoplasm, which 
false knowledge has more or less endorsed the inade- 
quate treatment. It is my strong conviction that except 
in very few instances (mixed tumors with multicentric 
foci), a recurrence of a mixed parotid tumor reflects 
the inadequacy of the surgical attempt. 

7. Certain soft parotid tumors, especially those 
which have undergone cystic degeneration, are mis- 
diagnosed as cysts and are simply drained. 

8. Small tumors are misdiagnosed as preauricular 
lymph nodes, and treatment is not instituted. 

9. Fear of producing salivary fistula has resulted in 
limited surgery. Only one such fistula was observed in 
this series. 

10. Failure of certain surgeons to appreciate the limi- 
tations of irradiation for parotid tumors will cause 
them to leave residual tumor and to depend on post- 
operative irradiation to control the residuum. There 
are definite indications for radiation therapy for paro- 
tid tumors, but it should not be used as a crutch for 
inadequate surgery. 

Errors in the Management of Parotid Carcinomas. 
The major faults in the treatment of parotid carcinoma 
have been long delays before the institution of treat- 
ment, inadequate resection due to fear of damaging 
the seventh nerve, and a failure to recognize the malig- 
nant nature of the neoplasm. Furthermore, a lack of 
understanding of the lymphatic drainage of the paro- 
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tid gland and the high incidence (25 per cent) of 
metastases to regional lymph nodes from parotid car- 
cinoma have accounted for certain treatment failures. 

Accordingly, the simple tenet for treating all parotid 
tumors is that they be adequately excised by sharp 
dissection. To accomplish this, a knowledge of the 
anatomy of the parotid gland and the facial nerve and 
of lymphatic drainage of the parotid is essential. Spe- 
cific circumstances call for individual criteria for the 
extent of the resection. Each of these will be discussed, 
including the role of irradiation for treating parotid 
neoplasms. 


Surgical Anatomy of the Parotid Gland 


Embryologically the parotid gland develops as an out- 
pushing from the angle of the mouth which extends 
toward the ear. When it reaches the vicinity of the 
mandible it sends buds superiorly, laterally, medially 
and posteriorly—the primordial ductal system about 
which develop the glandular elements. Thus, in the 
adult, the parotid salivary gland is irregular in shape. 
It extends upward along the zygoma, downward to the 
angle of the jaw, and over the masseter muscle in a 
superficial position. The anterior surface is grooved by 
the posterior margin of the ascending ramus of the 
mandible, and the posterior extension protrudes be- 
tween the pterygoid muscles toward the pharynx in the 
so-called retromandibular (pterygomandibular) space. 
The inner surface drops into the neck by two large pro- 
cesses; one goes behind the styloid process toward the 
mastoid process and may attach to the sternomastoid 
muscle, and the other process extends behind the ar- 
ticulation of the lower jaw. 

It is thus evident that parotid neoplasms may devei- 
op anywhere on the side of the face: along the zygoma. 
on the cheek, in front of or below the ear, in the retro- 
mandibular fossa, in the stylomastoid recess, about thie 
mastoid at the sternocleidomastoid origin, and into the 
pharynx. This description further illustrates the diff- 
culty in attempting to remove each vestige of parotid 
tissue. 

An extension of the superficial cervical fascia en- 
velops the parotid gland and is continuous with the 
fascia of the masseter and the sternomastoid muscles. 
In the consideration of tumors, several characteristics of 
the fascia are important: 

1. It varies in thickness in different positions. The 
retromandibular part of the gland is almost devoid of 
fascia, permitting tumors of this region to grow readily 
toward the pharynx and giving those tumors which 
present in the pterygomandibular fossa an appearance 
of diffuse fullness rather than that of a discrete mass. 

2. The capsule is thickened over the antero-inferior 
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Figure 3. Illustration demonstrating the relationship of the parotid 
salivary gland to the facial nerve. The posterior portion of the nerve 
is buried within the gland. The terminal branches of the facial 
nerve emerge superficially from the anterior border of the parotid 
gland to their varicus sites of innervation. The great auricular 
nerve can be observed ascending over the sternocleidomastoid muscle 
and coursing over the outer surface of the parotid gland. 
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Figure 4. Illustration demonstrating the course of the facial nerve 
through the parotid gland. The nerve, shortly after emerging from 
the stylomastoid process, penetrates the parotid gland and is in- 
timately bound by the glandular parenchyma. The superficial por- 
tion of the gland can be easily dissected away from the nerve, but the 
deeper portion must be removed piecemeal. 
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aspect, thus producing a sense of tenseness of tumors 
of this location. 

3. Some tumors grow beyond the capsule and are 
attached to the gland by 2 narrow stalk. 

4, The enveloping fascia sends small fibrous strands 
throughout the gland, dividing the glandular elements 
into countless tiny lobulations interconnected by in- 
numerable septa. The importance of this will be dis- 
cussed in relationship to the surgical anatomy of the 
seventh nerve. 


Surgical Anatomy of Facial Nerve 


The surgical anatomy of the facial nerve has domi- 
nated every attempt directed at treating parotid tumors. 
At one time it was taught that the nerve is so intimately 
imbedded in the gland that it defies efforts to extricate 
the gland from the nerve. At present, some writers 
oversimplify the relationship of the nerve to the gland. 
McWhorter, McCormick, Cauldwell and Anson, and 
more recently State have described the parotid gland as 
consisting of superficial and deep lobes connected by a 
narrow isthmus. They described the nerve as passing 
between the two lobes, but not actually penetrating the 
parotid capsule. The nerve was described by these 
authors as having the same relationship to the two parts 
of the parotid gland as a bookmark has to the two 
pages of a book it separates (State) or as the “‘meat ina 
sandwich” (Bailey). 

Numerous dissections have failed to confirm this 
concept. In every instance the nerve was found to have 
passed through the parotid fascia and to lie directly 
within the parotid parenchyma. Martin has also de- 
scribed this relationship. In no instance were separate 
lobes of parotid encountered, with the nerve traversing 
a space between. 

The parotid gland can readily be dissected away from 
the seventh nerve, essentially because of the differences 
in consistence. The flaccid, yielding, sponge-like con- 
sistence of the parotid glandular tissue, which is bound 
together by innumerable tiny fibrous septa, can readily 
be peeled away from the firm, taut nerve which tra- 
verses it. One might envision the pouring of a sticky 
wax over the nerve which on hardening could have its 
superficial portion easily removed. Likewise, the deeper 
portion posterior to the nerve and those trabeculations 
which extend into the various anatomic recesses of this 
location could be removed only piecemeal. 

The facial nerve emerges from the stylomastoid fora- 
men and runs anteriorly with a slight inferior inclina- 
tion through a small potential space anterior to the 
mastoid process, at which point it traverses the parotid 
gland (Figures 3 and 4). Shortly after traversing the 
gland, it bifurcates into the temporofacial and cervico- 
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facial divisions. Occasionally this bifurcation will occur 
before the nerve enters the parotid substance. Numerous 
divisions then occur within the parotid gland. Whereas 
the main trunk of the nerve measures about 3 mm. in 
diameter when it enters the gland, about five to seven 
small filamentous branches take exit over the masseter 
muscle to their various points of innervation. The small 
mandibular marginal branch takes exit from the inferior 
border of the gland and travels within the platysma 
swinging inferior to or beyond the horizontal ramus of 
the mandible to innervate the lower lip. Whereas most 
of the other branches have numerous cross-anastomoses 
(and damage to one branch will frequently be corrected 
by an anastomotic branch), the marginal branch has no 
such anastomoses, and its severance will always result in 
paralysis of the corresponding half of the lower lip. 


Lymph Nodes of the Parotid Gland 


The parotid nodes are divided into three principal 
groups: (1) superficial-suprafascial, (2) subfascial-ex- 
traglandular, and (3) deep intraglandular (Figure 5). 


Technique for Resecting Parotid Neoplasms 


The amount of tissue to be removed surgically will de- 
pend on many factors and will vary from a simple extra- 
capsular local excision to a total parotidectomy (with 
sacrifice of the facial nerve) and radical neck dissection 
in continuity. The various indications will be discussed. 

Two fundamental processes considered essential for 
any operative procedure are (1) that the histologic 
nature of the tumor be determined and (2) that wide 
surgical exposure be obtained for every case, with the 
possible exception of certain small subcutaneous tumors 
arising from the periphery of the gland. In such in- 
stances a small incision over the tumor may be made, 
with local excision of the tumor, including its capsule. 
In all other cases, the operative exploration to be de- 
scribed is utilized, and the decision as to the extent of 
the procedure is determined on the basis of the histo- 
logic picture and the morbid anatomy encountered. 

It is advisable always to forewarn the patient con- 
cerning the possibilities of facial nerve paresis or paraly- 
sis. In no instance of our experience has the facial 
nerve been accidentally severed. Temoporary facial 
paresis is common, and unless the patient has been 
forewarned of its occurrence, it will be alarming. 

Anesthesia. Endotracheal general anesthesia is rou- 
tinely employed. The choice of anesthetic agents is a 
matter of individual preference. The patient is draped 
so that the entire half of the face on the involved side is 
visible. This permits visualization of the muscle con- 
tractions when the nerve branches are stimulated. 
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Figure 5. The cervical lymph nodes, indicating .the routes of drain- 
age from the parotid gland and demonstrating the need for a radi- 
cal neck dissection to treat metastases from parotid carcinoma to the 
cervical lymph nodes (after Rouviere). 
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Figure 6a. The Y-shaped incision utilized for practically all paro- 
tid gland explorations. The broken lines indicate the incision ex- 
tended to perform a radical neck dissection in continuity with a 
parotidectomy. b. The ear is dissected superiorly and sutured away 
from the operative field. The skin flaps are being developed. 
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Figure 7. The parotid gland has been dissected away from the mas- 
toid process and sternocleidomastoid muscle.:The nerve is quite deep 
(1.25 to 2 cm. from the skin) and is the only nerve bisecting the 
plane of the incision and traversing the operative field from back 
to front. It measures from 2 to 3 mm. in diameter. By gently teasing 
the gland anteriorly, the main branch of the seventh nerve and its 
divisions can be brought into view. 


Figure 8. The dissection completed. Vestiges of parotid gland remain. 


General anesthesia permits this observation, and sinc: 
local anesthesia does not, it should never be used ex- 
cept in the most unusual cases, although its use is 
technically feasible. 

Incision. The Y-incision is used almost exclusive! 
(Figure 6). The lobe of the ear is retracted upward. Thx 
posterior component of the incision permits adequat« 
exposure for dissecting the main branch of the facia! 
nerve, entrance into the pterygomandibular space, anc 
removal of the mastoid tip and sternocleidomastoi< 
muscle where indicated. It facilitates the completion of « 
radical neck dissection when that procedure must be 
included. The anterior component of the incision facili- 
tates the dissection and isolation of the terminal seventh 
nerve branches. These two incisions join under the tip 
of the lobe of the ear, and the incision is continued 
downward parallel to the sternocleidomastoid muscle 
for a variable distance, depending on the location and 
extent of the neoplasm (usually one fingerbreadth in- 
ferior to the angle of the mandible). This has been a 
convenient landmark for exposing the external carotid 
artery shortly after its bifurcation, and frequently in 
parotid resections, its ligation helps to minimize 
bleeding. 

Skin flaps are developed. The facial flaps are thin and 
continue anteriorly to the location where the facial 
branches emerge from the parotid gland. The posterior 
flap is dissected to expose adequately the mastoid 
process and the tip of the sternomastoid muscle. The 
posterior portion of the parotid gland occasionally 
presses intimately against the upper portion of the 
sternomastoid muscle. The gland is easily separated 
from the muscle unless involved by cancer, and by re- 
tracting the gland anteriorly, a potential space is de- 
veloped in the depths of which is the main branch of 
the seventh cranial nerve. 

At this point the decision can usually be made as to 
the nature and extent of the operative procedure re- 
quired. It may consist of (1) a simple extracapsular ex- 
cision of a mixed tumor, (2) excision of that portion of 
the gland superficial to the facial nerve (so-called 
superficial lobectomy), (3) a subtotal parotidectomy 
with excision of the deeper portion of the gland for 
certain recurrent tumors, (4) a parotidectomy, with 
preservation of the facial nerve, combined with a radical 
neck dissection, (5) a radical parotidectomy with sacri- 
fice of the facial nerve, and (6) radical parotidectomy 
with resection of a portion of the ascending ramus of 
the mandible. 

Exposure of the Facial Nerve. Three methods have 
been described for exposing the seventh nerve. They 
consist of (1) first isolating the marginal mandibular 
branch and tracing it to the main stem, or (2) tracing 
one of the branches as it emerges from the anterior 
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border of the parotid back to the main branch, or (3) 
identifying the main branch first as it comes out of the 
stylomastoid foramen. 

After having utilized all three methods, I am con- 
vinced that the easiest and most direct way is first to 
isolate the main branch. The easiest method of exposing 
the facial nerve is to deepen the incision along the upper 
portion of the sternocleidomastoid muscle at its origin 
in the mastoid process. By dissecting in this plane, it is 
almost impossible to damage the nerve. 

Practically all nerves in this vicinity travel in a more 
or less vertical direction, while the facial nerve travels 
almost at right angles to the vertical plane of the inci- 
sion. By following the anterior border of the sterno- 
mastoid and deepening the incision by gently dissecting 
the posterior portion of the parotid gland anteriorly, 
the nerve will be encountered extending in the direction 
of the dissection, that is, from posterior, anteriorly 
(Figure 7). 

In certain short-necked patients with a long over- 
hanging mastoid process, it is helpful to remove a 
portion of the mastoid with the osteotome. This af- 
fords additional room for dissection. 

Dissection of Tumor. The superficial portion of the 
parotid gland can now be dissected free of the nerve 
with relative ease. As the dissection continues, the 
nerve will be found to divide into its component 
branches. By continuing the dissection to the anterior 
margin, the entire portion of the gland superficial to 
the facial nerve can easily be removed (Figure 8). 

Since most mixed tumors occur in this location, this 
procedure will permit adequate resection of the ma- 
jority of mixed parotid tumors. If it is not desired to 
remove the entire superficial gland, an extracapsular 
local excision of the tumor can be performed adequately 
under direct vision. If the tumor extends posteriorly 
between the branches of the nerves (I have never seen 
mixed tumors infiltrate the facial nerve; instead they 
distort the nerve by pushing it aside as tumor growth 
continues), the tumor can be removed by extending the 
dissection into the posterior portions of the parotid 
gland. 

In certain instances the presence of a mixed tumor 
may induce an associated sialadenitis which may pre- 
sent a clinical picture of the cancer. When operating 
on recurrent mixed tumors, the associated inflamma- 
tion and adhesions so distort the tissues that it is 
difficult to distinguish where the tumor ends and scar- 
ring begins. Certain of these cases give a mistaken im- 
pression of carcinoma invading the nerve. A useful 
technique for dealing with these situations is to identify 
the nerve branches as they emerge from the gland by 
keeping these branches taut by either a nerve hook ora 
small piece of silk, and placing a similar piece of silk 
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Figure 9. Combined parotidectomy and radical neck dissection in 
continuity. The nerve may be spared in occasional instances of low- 
grade carcinoma that has produced metastases to cervical lymph 
nodes. 


under the proximal branch, thus immobilizing the 
nerve. Each branch can then be dissected separately, 
free of the surrounding tissue. In every instance where 
this was performed and where the distorted parotid 
tissue could be dissected free by blunt dissection, the 
pathologic report was always sialadenitis. Contrariwise, 
when the nerve branches could not be isolated by blunt 
dissection, cancer was always present. This simple 
method has been found most useful in deciding if the 
nerve should be severed, or which of its branches should 
be severed, in the presence of parotid cancer. 
Treatment of Parotid Carcinoma. Admittedly, the best 
method of treating cancer of any organ is radical extir- 
pation of that organ, sacrificing any intervening struc- 
tures that interfere with a block dissection and remov- 
ing the regional lymph nodes in continuity. The parotid 
gland lends itself well to such extirpation except for 
certain prolongations of the gland within anatomic re- 
cesses. The sacrifice of the facial nerve certainly facili- 
tates the resection, and theoretically this should be 
accomplished for all cases of cancer. The resultant de- 
formity is great, and in certain instances, especially in 
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Figure 10. Combined parotidectomy and radical dissection com- 
pleted. Note the ligated external carotid artery to help minimize 
bleeding. This is performed at the beginning of the operation. A 
portion of the mastoid process has been removed to afford better ex- 
posure. The stylohyoid muscle may be removed. 


younger patients, have performed the parotidectomy 
leaving the seventh nerve in situ. This procedure seems 
warranted in certain low-grade carcinomas developing 
in mixed tumors (the so-called malignant mixed tumor), 
in certain discrete cylindromas, and in squamous-cell, 
adeno-, and mucoepidermoid carcinomas of low-grade 
malignancy. The parotid tissue is separated from the 
nerve by blunt dissection, and if it can be accomplished, 
the nerve is not sacrificed. However, if any branch 
cannot be so dissected free, that branch is severed. If 
the main trunk cannot be easily freed, the entire nerve 
is resected. 

The seventh nerve is never spared for undifferen- 
tiated carcinoma or any carcinoma that is diffusely in- 
filtrative. Usually no attempt is made to spare the nerve 
for recurrent cancer except for very low-grade carci- 
noma. The failure of recurrence when this technique 
has been practiced is encouraging, but it must be real- 
ized that it is a clinical compromise with the disciplines 
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of cancer surgery, and continued critical observation 
of these patients must be maintained for proper evalu- 
ation and a possible change in the practiced technique, 
if indicated. 

Neck Dissection. The high incidence of metastases to 
regional lymph nodes from parotid cancer (25 per cent 
of this series) emphasizes the need of resecting these 
nodes in continuity with the primary tumor. The paro- 
tid gland lends itself well to this procedure. 

The lymph node distribution is presented in Figure 6. 
The rich network of nodes in the vicinity of the parotid 
gland favors rapid dissemination to this chain. The 
dissection should always include all the preauricular 
and subauricular lymph nodes. It should extend pos- 
teriorly to excise the mastoid node, and it is advisable 
to extend the dissection further posteriorly to include 
the occipital nodes. An occasional metastasis to this site 
has been noted. The abundance of lymph nodes about 
the parotid facilitates dissemination to all cervical 
nodes, and then nothing short of a complete radical 
neck dissection should be accomplished. 

It may be mentioned that the lymph nodes to be ex- 
cised during a complete neck dissection for a primary 
tumor of any location of the head and neck should in- 
clude the suprafascial, glandular, and subfascial parotid 
nodes. To accomplish their removal, it is necessary to 
resect the inferior portion of the parotid gland and the 
contiguous tissue, which includes this group of lymph 
nodes. 

Combined Parotidectomy and Radical Neck Dissection. 
The essential steps are graphically shown in Figures 9 
and 10. The incision is extended as shown by the dotted 
line in Figure 6. The contents of the submaxillary tri- 
angle, the jugular vein, and spinal accessory nerves are 
routinely removed. The external carotid artery is usu- 
ally ligated at the beginning of the operation; the stylo- 
hyoid muscle is usually removed but may be preserved. 
The sternocleidomastoid muscle must be removed at 
its origin, and frequently the mastoid process is re- 
moved with an osteotome. After such operations, con- 
siderable reconstruction may be needed (Figures 11 
and 12). 

The Mandible and Tumors of the Parotid Gland. The 
mandible frequently presents a formidable obstacle in 
treating certain parotid tumors. The parotid gland is 
visualized hugging the posterior border of the ascend- 
ing mandibular ramus with extension anterior (forming 
the superficial lobe, the site of most tumors) and a pos- 
terior extension into the retromandibular fossa. The 
mandible must be surgically manipulated for (1) a 
parotid tumor that arises from the posterior portion of 
the parotid gland when the possibility exists that it has 
extended posterior to the mandible; (2) any tumor 
arising from that portion of the parotid gland in back of 
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the mandible (so-called deep lobe). These tumors fill 
the retromandibular (pterygomandibular) space and 
require special surgical consideration; (3) carcinomas 
that invade the mandible. 


Operation on the Mandible 


1. Tumors Extending Posterior to the Mandible. A 
simple method of exploring this region is to remove a 
block of bone from the posterior portion of the ascend- 
ing ramus. Frequently the tumor will be exposed and 
its excision effected. If the tumor should extend beyond 
the area exposed, it is necessary to sever the ascending 
ramus with a Gigli saw, and by retracting the severed 
portion of bone, access is afforded to the pterygoman- 
dibular space. The severed bone ends are wired or 
plated together at the finish of the operation. Very little 
functional incapacity is experienced by the patient. 

2. Tumors of the Retromandibular (Pterygomandib- 


Figure 11 (right). Technique of reconstructing the paralyzed face 
after severance of the seventh nerve (after Brown). Temporal fascial 
slings are utilized. 


Figure 12a. Combined parotidectomy and neck dissection necessitat- 
ing, in addition, removal of a large portion of shin because of dermal 
infiltration of a parotid cancer. 

b. The operation described in 12a completed with a split-thickness 
shin graft utilized to cover the defect. 


a. 
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ular) Space. This potential space, bounded by the 
mastoid process, the ascending ramus of the mandible, 
the vertebral column, and the pharynx, is relatively 
inaccessible to the surgeon. The important structures 
in this space are the parotid gland, internal carotid 
artery, internal jugular vein, and the ninth, tenth, 
eleventh and twelfth cranial nerves. 

Since this space is almost entirely encased in bone, 
tumors that arise here either present in the space be- 
tween the posterior border of the ramus and the mas- 
toid or they bulge into the pharynx. If a mixed tumor 
of the retromandibular portion of the parotid gland 
presents into the pharynx, it may be removed by the 
intraoral route as described by Ehrlich. If the tumor is 
malignant or if it presents posteriorly, it must be re- 
sected by the external approach. 

The incision is the same as previously described. 
The mandible is skeletonized and transected with a 
Gigli saw, and separation of the ends affords access to 
this space. If the tumor is not adherent to the mandible, 
it may be removed in toto by this exposure. 

3. If the mandible is invaded by the neoplasm a hemi- 
mandiblectomy, combined parotidectomy and radical 
neck dissection is accomplished. If roentgenographic 
evidence of mandibular destruction is apparent, then it 
is best to disarticulate the involved side of the mandible 
and perform a complete hemimandiblectomy combined 
with radical parotidectomy and neck dissection. 


Irradiation of Parotid Tumors 


The role of irradiation has not been truly assessed 
for treating parotid neoplasms. Although most parotid 
tumors are radioresistant, cures have been obtained by 
treating parotid cancer exclusively by irradiation. The 
picture has been confused by the fact that radiotherapy 
has been applied to neoplasms after they have become 
widespread, infiltrating contiguous structures, and as a 
crutch for inadequate surgery. If there was a recurrence 
after this regimen, the surgeon was not blamed because 
it was usually agreed that the irradiation was not great 
enough, and if there was no recurrence, it would be 
impossible to assess the role of irradiation in effecting 
the cure. It is impossible to compare the results of ex- 
cision alone to those obtained by surgery combined 
with irradiation, because in most instances, the prac- 
ticed surgery was not complete. __ 

Irradiation (both interstitial and external) has a defi- 
nite place in the treatment of parotid neoplasms, but it 
is necessary to define that place accurately and to use 
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irradiation intelligently and aggressively whenever in- 
dicated. Conversely, reliance solely upon irradiation for 
operable parotid tumors should be condemned. 

In the treatment of benign tumors, treatment should 
be adequate surgical extirpation. However, because the 
parotid gland may have projections into areas that are 
relatively inaccessible (such as the depths of the stylo- 
mastoid notch and certain recesses of the pterygoman- 
dibular space) gold radon seeds are always available in 
the operating room. If the tumor is in the vicinity of 
one such recess, it is considered advisable to insert 
interstitial gold radon seeds into these sites. No addi- 
tional irradiation is given. 

The indications for x-ray therapy for mixed tumors 
are: (1) operable tumor for which the patient refuses 
surgical intervention, or if operation is contraindicated 
for other reasons; (2) postoperatively after incomplete 
excision, especially after an attempted surgical excision 
of a recurrence; (3) inoperable tumors. After numerous 
recurrences, the tumor may be so mutilated that opera- 
tion is contraindicated. In such instances, response to 
irradiation is usually poor. 

Ahlbom advocates preoperative irradiation, believing 
that it facilitates operation by making the capsule firmer. 
I cannot subscribe to this policy. 

Irradiation of Parotid Cancer. Most parotid carci- 
nomas are radioresistant. However, cures may on occa- 
sion be obtained by this type of therapy. 

Indications for irradiation of parotid cancer are (1) 
operable cancer for which the patient refuses operation, 
or if operation is contraindicated for other reasons; 
(2) if the complete resection would involve sacrifice of 
the facial nerve and the patient refuses this defect (as 
much of the tumor as possible should be resected and 
a combination of interstitial radon and external x-ray 
therapy applied); (3) after a radical parotidectomy, 
certain remnants of parotid tissue in inaccessible ana- 
tomic recesses that were not too distant to the cancer 
(interstitial gold radon seeds and a course of postop- 
erative deep external x-ray therapy); (4) inoperable 
carcinoma; (5) postoperatively for all instances of un- 
differentiated carcinoma (results in this group by sur- 
gical intervention alone are poor) ; (6) the presence of 
distant metastases (both the primary site as well as the 
metastases should be irradiated). 

An extensive bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


Figure la courtesy of Danely P. Slaughter M.D.; Figure Ic cour- 
tesy of John J. Conley, M.D.; Figures 2 through 12 permission of 
Surcery, 35:124, 1954. 
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A multiple birth may result from division 

of a single fertilized ovum 

into two or more “identical”? individuals (one-egg variety). 
Apparently this type is a kind of accident of nature. 

Two-egg multiple birth ( fertilization of more than one ovum) 
is influenced by heredity, parity, age and race. 


Multiple Pregnancy: Biologic Aspects 


BY ALAN F. GUTTMACHER, M.D. 
Department of Obstetrics and Gynecology, The Mount Sinai Hospital 


New York City 


A MULTIPLE BIRTH is a rare occurrence for man and 
most primates. Six is the greatest number of human 
fetuses delivered at one time, despite extravagant claims 
to the contrary. In none of the several proved cases of 
sextuplets has any single member survived more than 
24 hours. Quintuplets are so uncommon that accurate 
figures of incidence are impossible to obtain. In 28 
million births occurring in the United States between 
1922 and 1936, quadruplets occurred once in 492,314 
pregnancies, and among 57 million births between 
1928 and 1949, triplets were recorded once in 9,130 
births and twins, once in 89.3. 

Several factors influence the frequency of multiple 
births. Among the most important are race, age and 
parity. 

In the vital statistics of various countries, a marked 
difference is always found in the incidence of multiple 
births occurring among the Negro, white and yellow 
populations. The frequency is greatest among Negroes 
and lowest among Mongols. The incidence of quadru- 
plets among whites in the United States was once in 
570,196 births, and among colored, once in 237,897. 
Triplets in whites occurred once in 9,828 births and 
in colored, once in 5,631. Twins showed a similar pre- 
dilection for the colored, occurring once in 92.4 white 
births and once in 73.8 colored births. 
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A second factor affecting the incidence of multiple 
births is the age of the mother, a fact clearly demon- 
strated for English twin births. Women under 20 
have a twinning incidence of 6 per 1,000 births while, 
in those between 35 and 39, the incidence is approxi- 
mately 17. The frequency starts to decline at the age 
of 39 and, when the woman is 45 or over, it is only 7 
per 1,000 births. 

Parity also has an influence, but not quite so striking 
as age. For example, if one analyzes the 35 to 39 age 
group, which has the maximum twinning incidence, 
he finds that mothers in their first pregnancy at this 
age produce 13.6 twins per 1,000 births, while women 
of the same age group with their seventh pregnancy 
have a likelihood for twins of 21.9 per 1,000 births. 
Age and parity also affect the frequency of triplets 
and quadruplets. 


Varieties of Twinning 


There are two types of twins (Figure 1). The first 
variety originates from one egg which very early in its 
career divides into two. Under these circumstances, 
one egg is fertilized by one spermatozoan, and there- 
fore the two offspring arise from identical germ plasm. 
Consequently they must be of the same sex and exactly 
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alike as far as skin, hair and eye color are concerned. 
They must also bear a striking resemblance to each 
other in respect to body build and facial features, and 
they must possess the same blood group in both major 
and minor elements. Such twins are termed identical, 
one-egg, or monozygotic—that is, the result of the 
fertilization of a single zygote. 

The other variety is due to the fertilization of two 
different eggs by separate spermatozoa. Both eggs may 
come from the same ovary, or each from a different 
ovary. Under these conditions, the woman simply bears 
a litter of children who have no greater resemblance 
than other brothers or sisters at the same age. They, 
of course, are not likely to have precisely similar blood 
groups. Such twins are called fraternal, two-egg, or 
dizygotic—that is, the fertilization of two zygotes. 

The placental relations give us aid in distinguishing 
monozygotic from dizygotic like-sexed twins at birth. 
Both types of twins may have one or two placentas. 
However, what appears to be one placenta may be two 
separate placentas fused into one. Therefore, unless 
one examines the partition wall between the two sacs 
of a single twin placenta, one cannot determine whether 
or not its twins were from one egg (monozygotic). If 
the single placenta has a partition wall consisting of 
only two very thin, transparent, avascular membranes 
(the two amnions), then it is certain the twins are 
monozygotic. On the other hand, if the partition wall 
consists of three or four membranes (the two trans- 
parent amnions) and between them an opaque, heavier 
membrane (the two separate or fused chorions), then 
nine chances in ten the twins are from two eggs. We 
stated nine chances in ten, for there is one chance in 
ten that like-sexed twins with two entirely separate 
placentas, or one placenta with a three- or four-mem- 
brane partition wall are still from one egg (monozy- 
gotic). For if one-egg twins split very early, while the 
ovum is omnipotential, before the blastocyst has been 
formed, two entirely separate ova will result, and each 
will form its own placenta, amnion and chorion, indis- 
tinguishable from ordinary two-egg placentas. 

To recapitulate, if one finds a single placenta with 
the two-membrane partition wall, he may be sure the 
twins are from a single egg (monozygotic). If, on the 
other hand, there are two placentas, or a fused placenta 
with the three- or four-membrane partition wall, nine 
chances out of ten the twins are from two eggs, but 
one chance in ten they arise from one egg. 

Triplets, quadruplets, quintuplets and sextuplets 
may occur from any combination of ova, so that theo- 
retically there could be one-egg sextuplets or six-egg 
sextuplets, or any combination between. This has been 
studied for triplets and it was found that in six triplet 
cases out of ten, two eggs are involved (dizygotic)— 
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that is, a pair of one-egg twins plus a single child. I) 
three cases of ten, all three are from one egg (mono 
zygotic). In one case in ten, the triplets arise fron 
three separate ova (trizygotic). 

Siamese, or conjoined twins are always one-egg twins 
whose misfortune was that the embryonic area faile:! 
to split completely, so that the ovum only partially 
divided. The undivided portion is the part of the body 
that the conjoined twins have in common, the divided 
portion, those parts of the body that are separate in 
the two individuals. 

Conjoined twins are predominantly female and the 
commonest variety are twins joined in the region of 
the sacrum, called pygopagus. So far, live pygopagus 
twins have defied postnatal surgical separation with 
the survival of either. The only types in which surgical 
separation seems at all feasible are those joined by the 
head (craniopagus) or those joined by the abdomen 
wall (omphalopagus). The famous original Siamese 
twins, Eng and Chang Bunker were of this variety, but 
no attempt was made to separate them after the death 
of Chang. Eng, unseparated, died 24% hours later. 

Superfetation means conception during pregnancy. 
In some cases the interval between conceptions is 
thought to be several months, so that a term child is 
born with an immature fetus as co-twin. It presupposes 
ovulation during pregnancy, the passage of spermatozoa 
through the pregnant uterus into the tube, fertilization 
of the second egg and its downward passage into the 
uterus where it must implant alongside of its co-twin 
which has had a several-week or several-month start. 
This is theoretically possible until the 14th week of 
pregnancy, when the uterine cavity is completely sealed 
off by the enlarging fetal sac. After such an obliteration 
of the uterine cavity, it is theoretically impossible for 
the spermatozoa to ascend. 

The evidence in favor of superfetation is of two 
kinds. The first is the simultaneous birth of two fetuses 
with great disparity in size and birth weight. Cases 
have been reported with both twins born alive, one 
weighing 3,110 grams and the other, 420 grams. This 
extraordinary difference could be due to superfetation 
or to inequalities of nutrition during intrauterine ex- 
istence, so that one twin is luxuriously nurtured, while 
the other, due to an abnormal insertion of the cord or 
some other biologic phenomenon, is grossly under- 
nourished. 

The second evidence in favor of superfetation is the 
birth of living twins many weeks or even months apart. 
A very recent case reported from Australia tells of the 
birth of a twin of 3 lb. 10% oz. and the delivery of its 
5 lb. 14% oz. co-twin 56 days thereafter. Both twins 
survived, the first having reached the weight of 6 lb. 
when the second was born. It is almost an infallible 
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rule that when twins are born more than 72 hours 
apart, one is dealing with a double uterus and a gesta- 
tion in each horn. The birth, then, of living twins 
many weeks apart is no real evidence of superfetation. 

Despite the fact that superfetation has apparently 
been proved for the rat, its proof for the human remains 
uncertain. Until such proof is adduced, we feel that 
superfetation is simply a theoretical possibility and 
not a clinical entity. 

Super fecundation is the fertilization of two ova within 
a short period of time by spermatozoa from separate 
copulations. Of course, it is only distinguishable from 
usual two-egg twinning if the female has coitus with 
two males with diverse physical characters, each passing 
his respective traits to the particular twin he has 
fathered. Superfecundation is commonly recognized in 
animals and has also been observed in the human. One 
of the early authentic cases was reported by John 
Archer of Maryland in 1810. In this case, the white 
mother gave birth to a white child with a mulatto as 
co-twin. On questioning, it was determined that she 
had had coitus with a white man and a Negro within a 
few hours of each other. 

A fetus papyraceous is a compressed, flattened, wafer- 
ized, dead fetus born with a normal infant. This is due 
to the death of one fetus early in gestation and the 
absorption of amniotic fluid from its sac. Thereupon 
the developing sac of the normal twin compresses the 
dead twin between it and the wall of the uterus. This 
compression causes the transformation of the macerated 
conceptus into a paper-like fetus papyraceous. 

The condition of acardia is seen only in a single- 
ovum twin pregnancy. Because of very early inequalities 
in the intercommunicating placental circulations of the 
twins, one heart overwhelms the other, usurping the 
function of pumping the blood. This in turn causes the 
heart of the overwhelmed twin to atrophy and results 
in a mass of tissue possessing no heart and very often 
no head or thorax. 

The umbilical cord may be attached to any portion 
of the surface of such a monster, and the interior of 
the monstrosity contains a rudimentary intestinal tract, 
cystic cavities, vertebrae and so forth. The co-twin of 
the acardii is usually normal. 

Fertility of Twins. There is an old canard that twins 
are less fertile than singletons. This probably has its 
source from the fertility difficulty that the heifer co- 
twin of a bull calf is likely to encounter. In 95 per cent 
of such cases, the female litter mate, termed a free- 
martin, has no uterus and ovaries, and an infantile 
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vagina, for in cattle twins of opposite sex the male 
gonad develops before the ovary and passes its hormone 
into the anastomosed circulation of the female. This 
inhibits the development of her ovaries and the whole 
female generative tract. There is no such phenomenon 
in the human, whether the twin pair are of the opposite 
or same sex. As early as 1839, the famous Scottish 
obstetrician, Mathews Duncan, submitted the fertility 
of human twins to statistical analysis and found it no 


different than in those singly born. 


Etiology 


A consideration of the etiology of twinning brings out 
more clearly than anything else the inherent differences 
in the biology of one- and two-egg twinning. The one- 
egg variety, uninfluenced by heredity, parity, age or 
race, is simply a biologic phenomenon that occasionally 
occurs in all mammals, including subhuman primates. 
There is suggestive evidence from comparative biology 
that deleterious influences exerted upon the ovum just 
after fertilization increases twinning and other forms of 
pathologic tissue doubling. It is likely that in man the 
most frequent deleterious influence is the temporary 
reduction of oxygen through one of several theoretical 
mechanisms. 

Two-egg twinning is a very different phenomenon 
resulting from, of course, a double ovulation. It is 
markedly influenced by heredity, parity, age and race. 
It is simple to explain the hereditary transmission of the 
tendency to produce two-egg twins through the fe- 
male. In such cases we must either postulate an ab- 
normal tendency to double ovulations in the stock, or 
an unusual ability to have fertilized and to implant and 
develop every egg ovulated. To explain the hereditary 
tendency through the male is not so simple. However, 
it has been definitely proved that the increased tend- 
ency to produce two-egg twins is an inherited charac- 
ter in the male as well as the female line. One must 
either hypothesize spermatozoa of great potency which 
are so low in lethal factors that all ova are fertilized 
and develop, or that the spermatozoa of the particular 
family have been endowed with an uncommon ability 
to fertilize a polar body. Both of these hypotheses are 
purely conjectural, particularly the latter hypothesis, 
since we have no proof that a polar body is ever 
fertilized. 


In next month’s issue, Dr. Guttmacher will deal with 
the clinical aspects of multiple pregnancy. 
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THE MEDICAL TREATMENT OF ESSENTIAL HYPERTENSION 


BY GORDON D. CURRIE, M.D. 


Instructor in Medicine, University of Rochester Medical School and Strong Memorial Hospital 


Rochester, New York 


ESSENTIAL HYPERTENSION remains a clinical enigma. Its 
prevalence, crippling potentialities and fatal results 
make it one of the most serious and pressing problems 
in medicine today. In spite of meager and contradictory 
knowledge regarding the pathogenesis of essential hy- 
pertension, recent developments have produced power- 
- ful agents, which, if properly handled, may consider- 
ably alleviate the serious organic damage that results 
from persistently high blood pressure. It is unfortunate, 
however, that much of the dissemination of knowledge 
regarding these newer advances has been in the hands 
of the pharmaceutical houses. While some have been 
cautious in their claims, others in their desire to sell 
their product have extolled the virtues of certain agents 
while minimizing their limitations. The results have 
been confusion, misunderstanding and disappointment. 
The following is an effort to clear some of this confu- 
sion and to present as practical an approach to the 


treatment of hypertension as is feasible at the present 
time. 


Investigation of Hypertension 


Before any therapy can be initiated in the treatment 
of hypertension, a thorough investigation of each case 
is essential (Chart 1). This investigation proceeds with 
two principal ends in view: 

1. To discover, if possible, any underlying primary 
cause for the hypertension and, 
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2. If no underlying disease is found, to evaluate the 
severity of the disease and the amount of organic dam- 
age that it has produced. 

Chart 2 lists the causes of so-called secondary hyper- 
tension. These can be divided, for the sake of simpli- 
city, into three main groups: the renal causes, vascular 
causes and endocrine causes. In all cases of hyperten- 
sion, it is necessary to consider the possibility of one of 
these underlying diseases, the diagnosis of which (once 
thought of) should be self-evident. Diagnosis is sus- 
pected and established by the usual methods of clinical 
evaluation—careful history-taking, physical examina- 
tion and confirmatory laboratory procedures. 

With regard to the diagnosis of pheochromocytoma, 
a special word may be said. This tumor classically may 
give rise to episodes of paroxysmal hypertension. How- 
ever, it may also give rise to sustained hypertension if 
the largest component of the secretion from the tumor 
is norepinephrine. It is these cases which mimic essen- 
tial hypertension so closely and which may be so tragic- 
ally misdiagnosed. Because of this, it has now become 
almost universally accepted practice to subject hyper- 
tensive patients to a screening test using intravenous 
regitine. The test is carried out by injecting 0.005 Gm. 
regitine intravenously after establishing basal blood 
pressures at rest. A drop in blood pressure of 65/30 is 
considered significant and warrants further investiga- 
tion, utilizing the benzodioxane test, provocative tests 
such as the histamine test, or more recently the quan- 
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investigation of Hypertension. 


Hypertension may be classified as being: 


a) PRIMARY (with no known antecedent cause) 
8) SECONDARY (where an organic cause can be found and sometimes cor- 


rected) 


INVESTIGATION OF HYPERTENSION THEREFORE NECESS!TATES THE ELIM- 
IMATION OF ANY ORGANIC DISEASE GIVING RISE TO “SECONDARY HYPER- 


TENSION.” 


Chart 1. 
x Causes of Secondary Hypertension. 
CHRONIC GLOMERULONEPHRITIS 
PYELONEPHRITIS 
RENAL 
s POLYCYSTIC DISEASE OF THE KIDNEYS 


2) VASCULAR 


3) ENDOCRINE 


UNILATERAL RENAL DISEASE 


COARCTATION OF THE AORTA 
POLYARTERITIS NODOSA 
AORTIC INSUFFICIENCY 


ADRENAL AND PITUITARY TUMORS 
(Cushing’s syndrome) 


PHEOCHROMOCYTOMA 
HYPERTHYROIDISM 
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titative estimation of urinary catechols. The action | 
regitine is both sympatholytic as well as adrenolytic. » 
that false positive tests are seen not infrequently, |t 
should be emphasized that the utilization of the test is a 
general screening procedure and each case must be 
evaluated individually. 


Evaluation of “Essential Hypertension” 


If, after careful investigation, no clear-cut primary 
cause can be found for the raised blood pressure, then 
the hypertension itself is said to be “primary” or “es- 
sential.” Before treatment can proceed, it is necessary 
to evaluate the severity of this hypertension and the 
amount of organ damage which it has produced. 

Chart 3 indicates the procedures used in order to 
evaluate the degree of damage present. 

In the first place, the lability of the blood pressure 
can be determined by means of the sodium amytal test. 
In this test, the patient is put soundly to sleep by the 
administration of 0.2 to 0.6 Gm. of sodium amytal by 
mouth, While asleep, blood pressure recordings are 
taken every 30 minutes. In patients whose blood pres- 
sure is not fixed at high levels, the pressure will often 
fall to normal levels, and such a result augurs well for 
the success of future treatment. 

A further test indicating the lability of the blood 
pressure is the cold pressor test in which, after establish- 
ing basal blood pressures with the patient at rest, a 
hand and wrist are immersed in ice water (temp. 0 to 
4°C.) for 30 to 60 seconds. The rise in blood pressure 
is checked at the end of 30 seconds of immersion and 
followed every two minutes until it returns to the basal 
level. If the systolic pressure increases more than 20 
millimeters of mercury or the diastolic more than 15 
millimeters of mercury, the patient is said to have a 
hyperreactive type of response, and such patients are 
often more amenable to therapy aimed at lowering the 
blood pressure. 

The degree of arterial change present is best evalu- 
ated by careful examination of the ocular fundi. The 
changes seen in the fundi have been classified by Keith 
and Wagener into four grades, and these are shown in 
Chart 4. An indication of the severity of the hyperten- 
sion and consequently the prognosis is thus obtained, 
and this is of great value in determining the form of 
treatment to be used. 

No investigation of hypertension is complete without 
a careful cardiac evaluation. Most of the information 
required is, of course, obtained by careful physical ex- 
amination. X-rays of the chest and electrocardiograms 
are useful in confirming cardiomegaly, pulmonary con- 
gestion, coronary insufficiency and similar complica- 
tions of the hypertension. Ballistocardiography may be 
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utilized but is by no means essential to a full cardiac in- 
vestigation. 

The renal status will naturally be thoroughly investi- 
gated in the course of ruling out disease of the kidneys 
as the primary cause of the hypertension. It only needs 
to be emphasized that the degree of damage to the kid- 
neys resulting from essential hypertension has also to be 
evaluated. In the presence of severe renal damage, the 
problem of therapy is greatly increased as a later case 
presentation will show. 

Following thorough investigation of the hyperten- 
sion, a method of treatment can then be selected. 


The Treatment of Essential Hypertension 


A. THE SELECTION OF Drucs 


Many drugs have been used in recent years in the 
treatment of hypertension, and in many cases there is 
no lack of proof of their efficacy in lowering blood pres- 
sure. Proof is still lacking that these drugs significantly 
alter the course of the disease over a long-term period. 
Only by significant changes in survival rates will the 
place of the newer hypotensive agents in our thera- 
peutic armamentarium be justified. Until such statistics 
can be accumulated, evaluation can only be achieved by 
careful and critical analysis of the clinical results ob- 
tained after use of the drugs in individual cases. Such 
an analysis is not simple in a disease that varies so 
greatly in its course from patient to patient—particu- 
larly when the drugs used do not lower blood pressure 
continuously but produce only intermittent lowering 
of pressure. 

It is little wonder, with such a situation, that the en- 
tire problem has been the subject of so much contro- 
versy ranging from the exaggerated claims of the over- 
enthusiastic to the gloom of the pessimistic. 

The following discussion will be limited to the small 
group of drugs that are currently being most widely 
used in this field. 

1. Rauwolfia Serpentina. Extracts from the roots of 
Rauwolfia serpentina have been used in India for cen- 
turies, but it is only within the last three years that 
their use has become widespread in this country. The 
most prominent effect of the drug is its tranquilizing 
action. This effect has now been attested to in many 
reports and may be accepted as an effective and useful 
one in treating mild hypertension. The mechanism of 
action is not understood, though it is apparent that 
the action does not depend upon depression of the 
cerebral cortex, such as is seen with the barbiturates. 
Patients on Rauwolfia will experience a decrease in ten- 
sion, will usually feel more relaxed and will sleep better. 
Probably as the result of these effects, there is a moder- 
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After the Causes of “Secondory” Hypertension 


Have Been Eliminated, an Evaiuation 
of “Primary” Hypertension is Necessary. 


EVALUATION OF PRIMARY HYPERTENSION 


1) Determination of the Lability of the Blood Pressure 
SODIUM AMYTAL TEST 
COLD PRESSOR TEST 


2) Investigation of Arterial Changes 
PERIPHERAL ARTERIES 
RETINAL VESSELS 


3) Evaluation of Cardiac Status 
PHYSICAL EXAMINATION 
ELECTROCARDIOGRAPHY 
X-RAY OF CHEST FOR HEART SIZE 
BALLISTOCARDIOGRAPHY 


4) Evaluation of Renal Status 
URINE EXAMINATION 
UREA CLEARANCE 
PSP TEST 
INTRAVENOUS PYELOGRAM 


Keith-Wagener Classification of Hypertensive Retinopathy. 


. Essential hypertension with no obvious changes in the eyegrounds 


except for some slight constriction of the arteries. 
Essential hypertension with narrowing of arterioles, increased light 
reflex, and nicking at A-V crossing. 


Essential hypertension with arteriolar changes of Class Hi plus 
hemorrhages and exudates in the retina. 


Essential hypertension with changes of Class ||! plus edema of the 
optic disc. 


Chart 4. 
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ate drop in blood pressure—usually no more than 20 
millimeters of mercury. Most of the improvement is 
therefore subjective, and it should be noted that im- 
provement may be achieved only gradually over the 
course of a week or two. This is presumably due to the 
accumulative effect of repeated doses. The usual dose of 
Rauwolfia is 100 mg. (or equivalent) two to four umes 
a day. 

The toxic dose of Rauwolfia is extremely high and 
far beyond the therapeutic range. There are, however, 
some irritating side effects that, in some cases, necessi- 
tate the discontinuance of the drug. Stuffiness of the 
nose is common but is usually bearable. Many patients 
complain that they “just can’t get anything done” while 
on the drug. They complain of lethargy and sleepiness. 
Nightmares have been reported and it has become in- 
creasingly apparent that many patients become quite 
depressed after taking the drug. In most of these cases, 
in my experience, there has been a latent depression 
present and the drug seems to have emphasized this. 

2. Veratrum Alkaloids. These drugs exert their ac- 
tion in a unique manner. Afferent nerve endings, pre- 
dominantly in the left ventricle but also in the carotid 
sinus, aortic arch and pulmonary vessels, are “‘sensi- 
tized” so that they send increased stimuli up the vagus 
to the vasomotor center and so cause a reflex fall in 
blood pressure and heart rate. 

The disadvantage of Veratrum is that it produces 
severe nausea and vomiting, and unforfunately the 
threshold of this troublesome side effect may be reached 
before a therapeutic effect is achieved. The usual pro- 
cedure in administering this drug is to give the extract 
(e.g., Veriloid, 2 mg. four times a day) or the pure alka- 
loid (e.g., Protaveratrine, 0.25 mg. four times a day), 
increasing the dose slowly and as tolerated by the pa- 
tient, until either a therapeutic effect is obtained or 
nausea and vomiting supervene. 

3. Hydralazine (Apresoline) . The action of hydralazine 
is incompletely understood. Schroeder believes that 
the principal action of the drug is in de-activating the 
pressor agent pherentasin. Others believe that the ac- 
tion is central in origin and is mediated over the sym- 
pathetic nervous system, while there is further evi- 
dence to suggest that hydralazine exerts a direct dilator 
effect on the blood vessels themselves. 

Hydralazine, because of its marked side effects, is 
usually started in doses of no more than 25 mg. four 
times a day. The dose is gradually increased up to 200 
mg. four times a day if necessary. There are many dif- 
ficulties associated with the administration of the drug, 
as the result of which it is being viewed with increasing 
disfavor. Chief among its side effects are headache and 
tachycardia. The headache may be very severe with the 
onset of therapy, and with each increase in dosage, but 
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usually does not persist and can be relieved by ad- 
ministering antihistaminics. The tachycardia is more 
persistent and is an obvious danger in patients who 
may have angina pectoris or may be on the threshold 
of cardiac decompensation. After prolonged adminis- 
tration of the drug a syndrome resembling collagen 
disease may appear. This is associated with chills and 
migratory joint and muscle pains, followed by’ frank 
arthritis resembling rheumatoid arthritis. If the ad- 
ministration of hydralazine is continued, a clinical pic- 
ture resembling acute disseminated lupus erythemato- 
sus may develop. The syndrome usually subsides with 
the withdrawal of the drug. 

4. Dibenzyline. This drug belongs to the group of 
adrenergic blocking agents that have been so carefully 
developed and investigated in recent years. These 
compounds act by attaching themselves to receptor 
areas (€.g., vasoconstrictor receptors in blood vessels) 
which are activated by the sympathetic nervous system 
or by circulating adrenergic substances. They then 
block the effect of the sympathetic nervous system or 
adrenergic substances on the receptor, thus in essence 
blocking vasoconstriction and producing hypotension. 

In the treatment of hypertension, the use of this 
group of drugs has been limited by the marked side ef- 
fects which they may produce and the variations in the 
therapeutic effects obtained. Patients receiving diben- 
zyline are particularly prone to postural hypotension. 
Other side effects include weakness, nausea, dizziness, 
tachycardia and palpitation. Generally speaking, pa- 
tients receiving this drug complain that the treatment 
is worse than the disease and, for this reason, diben- 
zyline has not won wide favor. 

5. The Ganglionic Blocking Agents. From the large 
group of ganglionic blocking drugs that are now avail- 
able, the two common ones used in the treatment of 
hypertension are hexamethonium and pentapyrrolidin- 
ium (Ansolysen). 

The principal pharmacologic action of these drugs 
is the blockage of transmission of sympathetic and para- 
sympathetic impulses in the autonomic ganglia. As far 
as the antihypertensive effects of these substances is 
concerned, their most important action is their block- 
ade of impulses passing through the sympathetic ganglia, 
thus preventing sympathetic vasoconstriction. This 
results in a decreased total peripheral resistance and 
thus a drop in blood pressure. If the dose is too large, 
severe postural hypotension may result. Other side ef- 
fects result from blockade of the parasympathetic gan- 
glia. Thus there is a paralysis of accommodation with 
blurring of vision, dryness of the mouth, severe consti- 
pation and occasionally urinary retention and impo- 
tence. In spite of these difficulties, these drugs have 
been shown to have great value in the treatment of 
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selected cases of hypertension. If used with skill and 
care, gratifying results may be obtained on many occa- 
sions. Details regarding their use will be reserved for 
later consideration. 


B. Tue Errects or Dier 


As long ago as 1922, Allen suggested the restriction 
of sodium in the diet in the treatment of hypertension. 
The dietary treatment of hypertension was emphasized, 
however, by Kempner’s results, utilizing the now well- 
known rice diet. Repeated investigations have shown 
that the value of this diet lies in the restriction of so- 
dium chloride that it imposes. Recent work by Harch 
and others has shown that the addition of 3 Gm. of 
sodium chloride a day to the rice diet prevented any 
lowering of blood pressure. Patients who showed a sig- 
nificant antihypertensive response to the rice diet could 
usually tolerate the addition of 0.5 Gm. of sodium 
chloride to the diet without rise in blood pressure. The 
addition of larger amounts usually evoked significant 
rises in blood pressure. This confirms the work of 
others who have shown that a significant drop in blood 
pressure may be obtained by feeding diets containing 
0.5 Gm. or less of sodium chloride. Such diets, though 
more varied than the rice diet, are obviously very re- 
stricted. This point is emphasized since (in this clinic) 
we see many patients who have been denied salt in or- 
der to treat their hypertension, but, since they receive 
diets containing 2 or 3 Gm. of sodium, gain no benefit 
from such a regimen and still suffer the inconvenience 
of salt restriction. In an effort to further reduce the in- 
take of salt, the cation-exchange resins have also been 
used in the treatment of hypertension. The disadvan- 
tages that have prevented their extensive use in any 
branch of clinical medicine have precluded their wide- 
spread use in this disease. 


Selection of Cases for Medical Treatment 


The great variations in the natural course of the dis- 
ease have given rise to difficulties in treating essential 
hypertension and evaluating the results of treatment. 
In an effort to simplify this problem there have been 
many classifications of the disease. Most of these have 
been based on the severity of the disease and the degree 
of organic damage which it has produced. Reference to 
Chart 5 shows a simplified classification similar to that 
used in many clinics today. It will be seen that there 
are four main groups, all shading imperceptibly into 
one another and depending largely on the degree of 
organ damage produced. It is, of course, dangerous to 
be too arbitrary about such classifications, but they do 
help in selecting patients for different therapeutic regi- 
mens. Each group will be considered in turn. 
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GROUP |. Mild degrees of hypertensive disease: 


Elevation of blood pressure usually found in course of physical 


examination. No marked symptoms. 
GROUP Moderate to severe hypertension: 


Sustained hypertension with systolic pressures ranging, for ex- 
ample, between 170-230 millimeters of mercury and diastolic 


pressures, 100-120. 


GROUP II. Severe hypertension, with evidence of progressive organ damage, 


as evidenced by: 

a) Cardiac damage: cardiomegaly, cardiac failure. 
b) Impaired renal function. 

c) Eyeground changes. 


d) Involvement of cerebral vessels: hypertensive encephalop- 


athy, cerebral thrombosis. 


GROUP IV. “Malignant” hypertension with rapidly progressing evidence of 


organ damage and azotemia. 


Group 1. Mitp HyPperTENSION 


In this group every effort must be made to establish 
the patient’s confidence which, in itself, has a thera- 
peutic effect. The problem should be discussed openly 
and frankly and the necessary signposts set up to guide 
the patient into the paths of beneficial mental and 
physical activity. The attitude of the physician should 
be one of confidence and reassurance. Gloomy head- 
shaking over the blood pressure cuff has no place these 
days in the treatment of high blood pressure. 

Patients in Group I often respond well to small doses 
of phenobarbital, % or 4 grain three times daily. 
More recently, the preparations of Rauwolfia serpentina 
have been used with good effect in this group of pa- 
tients. The sense of relaxation and well-being that so 
frequently follows the use of the drug is often most 
beneficial. These patients should be seen from time to 
time, not only to keep a check on the progress of their 
disease, but, also, for the purpose of reassurance. 


Group MODERATE TO SEVERE HyPERTENSION 


From the point of view of drug therapy, this group of 
patients may be considered as those who do not receive 
enough benefit from such agents as phenobarbital and 
Rauwolfia, but whose disease is still not severe enough 
to qualify them for more vigorous treatment with the 
more powerful agents. It should be re-emphasized at 
this point that it is impossible to generalize on this 
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problem. Every CASE MUST BE CONSIDERED INDIVIDUALLY. 
However, for the most part, patients in Group II re- 
spond favorably to combinations, such as that recom- 
mended by Wilkins, consisting of Rauwolfia, Veratrum 
viride and hydralazine. Other combinations have been 
used with good effect, and treatment schedules are 
largely a question of trial and error requiring patience 
on the part of physician and patient alike. Drugs should 
be instituted individually and the effect of different 
doses observed before proceeding further. For this rea- 
son, the frequently advertised preparations containing 
various agents in one pill are not recommended. As in 
Group I, these patients should be carefully followed to 
detect any advancement of the disease process. 


Group I 


In patients with evidence of more marked organ dam- 
age (as indicated in Chart 5) or in patients from Group 
II who, in spite of treatment, show progressive evidence 
of deterioration, more vigorous therapy is required. 
This is best achieved, at the present time, with a com- 
bination of pentapyrrolidinium and Rauwolfia. To this, 
hydralazine is sometimes added. 

The institution of therapy with pentapyrrolidinium 
requires hospitalization. Any attempt to treat hyperten- 
sion on an outpatient basis with this drug is fraught 
with danger. Furthermore, it is necessary to have hos- 
pitalization in order to establish between physician and 
patient the necessary rapport and confidence without 
which treatment so frequently fails. At the onset of 
therapy with the ganglionic blocking agents, patients 
usually feel miserable. Their noses become stuffy, they 
cannot read, they suffer from constipation, they feel 
lethargic, and with any significant drop in blood pres- 
sure all energy and ambition disappear. In some cases, 
episodes of postural hypotension add to their difficul- 
ties. 

After a week of such difficulties, many patients wish 
to return home and forget the whole business. It is 
only with reassurance and encouragement on the part 
of the doctor, that many agree to persevere with the 
treatment, and so ultimately benefit from it. 

After admission to the hospital, the blood pressure 
is checked every four hours in the standing position. 
Rauwolfia is started in doses of 200 mg. (or equivalent) 
every eight hours and to this is added pentapyrrolidin- 
ium, 20 mg., also given every eight hours, the most con- 
venient times being 7:00 a.m., 3:00 p.m., and 11:00 
p.M., thus giving uninterrupted sleep at night. The dos- 
age of pentapyrrolidinium is increased by 20 mg. three 
times a day, depending on the result obtained. 

As indicated above, many patients will experience 
bothersome side effects during the first week or two of 
treatment and, without the necessary encouragement, 


116 


will often wish to discontinue treatment. The followin, 
complications have to be watched for and treated: 

1. Postural hypotension. This occurs with overdosag: 
of pentapyrrolidinium. Patients are informed before th: 
onset of therapy that such a complication may occu; 
and are instructed that with any onset of dizziness, they 
should immediately lie flat. After proving to themselves 
how quickly this maneuver removes their lightheaded - 
ness, they rapidly lose their fear. After adjustment to 
the correct dosage of pentapyrrolidinium, postural hy- 
potension occurs only very rarely. 

2. Constipation. This can be a troublesome and dan- 
gerous complication but one which, with care, can usu- 
ally be overcome. The danger of constipation resulting 
from administration of the ganglionic blocking agents is 
that it permits increased absorption of the drug. This 
may give rise to excessive drop in blood pressure. The 
administration of neostigmine, 15 to 30 mg. each morn- 
ing, helps the situation, but most patients require milk 
of magnesia at night. Patients instructed in the dangers 
of constipation rapidly learn how to manage their bowel 
habit. 

3. Stuffiness of the nose, largely secondary to Rau- 
wolfia, is troublesome to some patients. Administration 
of nose drops may be helpful. 

4. Dilatation of the pupil gives rise to difficulties in 
accommodating and may be particularly annoying to 
patients who like to read. This is usually only a tem- 
porary situation, but corrective lenses are occasionally 
required to improve close vision. 

5. Dryness of the mouth seems to be less pronounced 
with pentapyrrolidinium than it was with hexamethon- 
ium. This, too, improves with time and may be helped, 
if necessary, by giving pilocarpine, 0.002 Gm. 

With careful attention to detail and continual en- 
couragement of the patient, the difficulties of therapy 
can be overcome and the required drop in blood pres- 
sure achieved after a period of two to three weeks in the 
hospital. By the end of this time, the patient is feeling 
well and usually shows a great interest in the control of 
his hypertension. Many become rather compulsive in 
following their blood pressure and adjusting their 
treatment accordingly, and no matter what may be 
thought of this from the psychiatric point of view, it 
helps the control of the disease immeasurably. It should 
be remembered that we have been demanding the same 
sort of cooperation and compulsion from diabetics for 
over 30 years. 

A few patients whose blood pressures remain re- 
markably stable with fixed doses of pentapyrrolidinium 
are allowed to go home without checking their own 
blood pressure. In these cases, the dosage of the drug 
is decided by the patient’s symptoms, the ideal dose 
usually being about 20 mg. below the dose that pro- 
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Figure 1. Diagrammatic representation of the course of the pa- 
tient’s disease in Case I. The course of the disease extends from 
September 1953 to December 1955. 


duces faintness in the standing position. Generally 
speaking, however, patients do better if thev follow 
their own blood pressure three times a day at home 
and adjust the dosage of the drug accordingly. For 
some reason, I have not had great success with patients 
taking their own blood pressure; however, there is 
nearly always a relative or a friend who can be rapidly 
instructed in the method, and it has proved very satis- 
factory to let them check the patient’s blood pressure 
(see Case 1). 

It may be emphasized at this point that random 
blood pressure recordings in the physician’s office are 
rarely of any value in controlling the treatment. 


GROUP IV 


The treatment of Group IV hypertensives is much 
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the same as for Group III. Every effort should be made 
to lower the blood pressure in this group, though it 
must be remembered that the severity of the process 
may preclude any significant lowering, owing to result- 
ing diminution in glomerular filtration and consequent 
uremia (see Case 2). 

Contraindications to treatment with powerful hypoten- 
sive agents are as follows: 

1. Cerebral Arteriosclerosis. With lowering of blood 
pressure, there is always a danger of cerebral throm- 
bosis. 

2. Coronary Insufficiency. Lowering of blood pressure 
may give rise to myocardial infarction. 

3. Renal Failure. With drop in blood pressure, 
glomerular filtration may be decreased and uremia may 


develop. 
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To the above contraindications to treatment must be 
added two other very important qualifying facts: 

1. It is essential that patients on whom therapy is 
undertaken be INTELLIGENT and COOPERATIVE. It is re- 
grettable, but without such a patient, treatment is 
doomed to failure. 

2. It should not be forgotten that treatment still re- 
mains somewhat expensive. It costs the average patient 
approximately $20 to $25 a month. Although patients 
are not refused treatment on the basis of expense, this 
factor has sometimes to be considered. 


Illustrative Cases 


Case I. (G.K.) SMH 366852. 


The patient, a 40-year-old white man, was first ad- 
mitted to Strong Memorial Hospital in September, 
1953. He gave a history of hypertension of 12 years’ 
duration but, in spite of this, he had been able to work 
as a meat-cutter until seven months before admission. 
At that time he noted the onset of increasing exertional 
dyspnea, orthopnea, weight gain, cough and swelling 
of the ankles. In spite of various medications, his symp- 
toms had increased up to the time of admission, so that 
he was completely incapacitated when first seen. 

On examination, his weight was 101 kilos. The blood 
pressure was 240/160, pulse 100. He was orthopneic 
and edematous. Examination of the eyegrounds showed 
blurring of the disc margins, with marked A-V nicking, 
arteriospasm, hemorrhages and exudates bilaterally. 
There were rales at the lung bases bilaterally. The heart 
showed generalized enlargement with accentuation of 
the second aortic sound. The liver was greatly enlarged 
and extended 10 cm. below the costal margin on in- 
spiration. There was four-plus pitting edema of the ex- 
tremities. 

Laboratory data showed a urine with a four-plus al- 
bumin content. There were no red cells and only occa- 
sional granular casts. The BUN was 27 mg. per 100 cc., 
PSP test 70 per cent excretion in two hours, and the 
urea clearance 48 per cent of normal standard clear- 
ance. The electrocardiogram showed evidence of an- 
terolateral myocardial ischemia. X-ray of the chest 
showed marked cardiac enlargement with pulmonary 
congestion. 

Shertly after admission, the patient was placed on a 
0.5 Gm. sodium diet, digitalization was carried out, and 
he was treated vigorously with ammonium chloride by 
mouth and mercurial injections. As the result of this, 
he had a marked diuresis, and over the course of the 
next ten weeks, his edema cleared and his weight 
dropped to 70.2 kilos. He was given Protaveratrine, 
and Rauwolfia by mouth, and at the time of discharge 
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in November, 1953, his blood pressure was around 
200/130 (Figure 1). 

The patient was followed in the Out-Patient Clinic, 
and in spite of continued salt restriction, digitalis and 
mercurials, he began to show more edema. He com- 
plained bitterly of severe headaches. Early in January. 
1954, he was again becoming dyspneic, his weight had 
increased to 77.2 kilos, he had three-plus pitting 
edema of the ankles and his blood pressure now ranged 
around 230/150. It was believed that the prognosis was 
very grave and he was again admitted to the hospital. 

It was now thought that this case clearly warranted 
the administration of hexamethonium and hydralazine, 
and these drugs were therefore administered in increas- 
ing dosage. The dangers involved were apparent, since 
his electrocardiogram continued to show evidence of 
myocardial ischemia and his BUN at the time of com- 
mencing treatment had risen to 32 mg. These were fol- 
lowed closely. At the end of the first ten days of treat- 
ment, the patient was receiving hexamethonium, 0.5 
Gm., and hydralazine, 0.1 Gm., every four hours. He 
complained of dryness in the mouth, blurring of vision 
and had difficulty with constipation. His blood pres- 
sure, however, dropped steadily and, at the end of two 
weeks of treatment, stabilized around 180—160/110-—90. 
The electrocardiogram showed no further changes and 
the BUN fell to 17 mg. The most impressive changes, 
however, were in the eyegrounds which, over the course 
of the next three months, showed remarkable clearing, 
and in the cardiac symptoms which improved greatly. 
Figure 2 shows the patient’s chest x-rays from the time 
of his first admission to the present. The decrease in 
cardiac size and in the amount of pulmonary conges- 
tion is obvious. His weight again fell to 70 kilos. He 
was taught to take his own blood pressure and was dis- 
charged on hexamethonium and hydralazine five times 
a day. 

Since February, 1954, a period of nearly two years, 
the patient has maintained his improved status. He is 
quite active and works part-time at his old trade. The 
injections of a mercurial diuretic were discontinued in 
April, 1954, and digitalis was withdrawn in July, 1954. 
In November, 1954, he was readmitted to the hospital 
and therapy with Rauwolfia and pentapyrrolidinium 
was successfully and uneventfully substituted for hexa- 
methonium and hydralazine. At the same time he was 
placed on a 4-Gm. sodium diet. 

At present the patient takes Rauwolfia (Serpasil 0.5 
mg.) and pentapyrrolidinium 0.1 Gm. every eight hours 
at 7:00 a.m., 3:00 p.m. and 11:00 p.m. His dosage is 
stable enough now that he can dispense with blood 
pressure recordings, though he himself prefers to keep 
them up. He is entirely asymptomatic, his eyegrounds 
show only some attenuation of the vessels, and his 
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Figure 2. The above x-rays are from Case I and show the change in 
the cardiac size and the lung fields over a two-year period. a. Shows 
the chest on admission on September 3, 1953. The marked cardio- 
megaly and pulmonary congestion are apparent. b. This x-ray ts 
dated January 5, 1954 at which time the patient had been treated 
intensively with digitalis, salt restriction and mercurials. ¢. This 
x-ray was taken on May 12, 1954 after five months of treatment with 
hexamethonium and hydralazine. Mercurials had been discontinued 
hy this time. Digitalis and salt restriction were discontinued later. 
d. X-ray at the present time (December 5, 1955) showing continued 
improvement. Patient at this time is being treated with Ranwolfia 
and pentapyrrolidinium alone. 
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blood pressure ranges around 160/90. He has not re- 
quired any further salt restriction, digitalis or mercuri- 
als since July, 1954. 

Comment. This case shows a remarkable response to 
hypotensive agents with clearing of Keith-Wagener 
Grade IV eyegrounds in response to lowering of blood 
pressure. The patient, who was in refractory cardiac 
failure when first seen in spite of vigorous treatment, 
is now controlled on pentapyrrolidinium and Rauwol- 
fia alone. 


Case (J.B.) sMH 402633 


The patient, a 45-year-old white woman, was first ad- 
mitted to Strong Memorial Hospital in September, 
1954. She gave a history of hypertension of 13 years’ 
duration, and her chief complaints were of headache 
and fatiguability. She had been able to work as a gro- 
cery clerk until a year before admission, but increasing 
fatigue forced her to quit. At the time of admission, she 
was unable to do more than a little house work. There 
was an extensive family history of hypertension. 

Examination revealed a blood pressure of 272/158, a 
pulse of 98. The patient was pale, listless and anxious. 
The fundoscopic examination showed the discs to be 
well outlined. There was marked attenuation of the 
arterioles, however, with tortuosity and areas of seg- 
mental spasm. Old exudates were visible in both fields, 
and in the right eye a recent flame-shaped hemorrhage 
was visible. The lungs were clear. The heart was en- 
larged to the left. The second aortic sound was accen- 
tuated. There was a blowing systolic murmur heard 
best to the left of the sternum. Examination of the ab- 
domen was negative and there was no edema of the ex- 
tremities. 

The significant laboratory data were as follows: 
hemoglobin 11 Gm., hematocrit 29. The urine showed 
a two-plus albumin content. Microscopic examination 
showed only an occasional WBC and rare RBC. The 
BUN on admission was 41 mg. The urea clearance was 
26 per cent. X-ray of the chest showed left ventricular 
hypertrophy, and the electrocardiogram showed ab- 
normal waves suggesting left ventricular hypertrophy. 
Intravenous pyelograms revealed the presence of very 
poorly functioning kidneys bilaterally. PSP tests were 
unsatisfactory. 

In spite of the evidence of poor renal function, it was 
felt that the prognosis was so grave in this case that it 
seemed justifiable to attempt administration of hypo- 
tensive agents, and pentapyrrolidinium and Rauwolfia 
were therefore commenced. The patient’s blood pres- 
sure showed a remarkable response to the drugs, and 
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after ten days she was maintained at a blood pressure 
that ranged around 170/100. Within the same period 
of time, however, her BUN rose to 55 mg. where it 
seemed to stabilize. The patient felt slightly improved, 
largely owing to an improvement in her severe head- 
aches, and she was discharged from the hospital, on 
pentapyrrolidinium and Rauwolfia, to be closely fol- 
lowed on the outside. 

In November, 1954, readmission to the hospital was 
necessary. She was clinically unimproved, in spite of 
lowering of the blood pressure and the BUN had risen 
to 60 mg. In spite of two blood transfusions on the out- 
side, her hemoglobin was 9 Gm., and the anemia was 
considered to be secondary to the uremia. It was de- 
cided at this time to withdraw pentapyrrolidinium 
slowly, and this was accomplished. She was allowed to 
go home, but the situation continued to deteriorate. 

Later in November, the patient was again admitted to 
the hospital. At this time she showed evidence of car- 
diac failure and the blood pressure had risen to 
230/130. Digitalization and salt restriction were carried 
out, with improvement in the dyspnea and edema. On 
this admission the hemoglobin remained at 9 Gm. and 
the admission BUN was 118 mg. 

The patient was made as comfortable as possible, but 
she became increasingly lethargic and drowsy. Vomit- 
ing was controlled with chlorpromazine by mouth. She 
became increasingly unresponsive and died eight days 
after admission. Autopsy showed the findings of hyper- 
tensive cardiovascular disease with severe bilateral 
nephrosclerosis. 

Comment. In this case the use of hypotensive agents 
was of no value in arresting the progressive downward 
course. Lowering of the blood pressure only increased 
the patient’s uremia and anemia. In the presence of 
severe renal insufficiency, as in this case, the use of 
hypotensive agents may be more harmful than benefi- 
cial. 

Finally, it may be said that the present medical treat- 
ment of hypertension is far from perfect. It is cumber- 
some, expensive and time-consuming. However, with 
care and attention to details, some very gratifying re- 
sults can be obtained in selected patients. With in- 
creasing knowledge and optimism on the part of the 
physician, coupled with conscientious effort, skill and 
a willingness to devote time and care to his patient, 
much can be accomplished. We can hope for an in- 
creasing realization of how much can be done to treat 
this widespread disease at the present time, and also 
hope that the future will provide even better methods 
of treatment. 
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Adult Myxedema 


BY ROBERT J. GILSTON, M.D. 
Amsterdam, New York 


Together with diabetes and hypertension, myxedema 
should be considered in the woman with coronary 
artery disease. 


Myxedematous hand changes (shown at left) reflect changes else- 
where in the body. The dry, inelastic, scaly skin is thick and rough 
over wrists and knuckles. Fine lines give way to a coarse, lozenge 
pattern. Hair is lost, and the dystrophic nails are striated. Later, non- 
pitting swelling brings the cold, pale, “spade hand" and articular 
pain. Tendon reflexes are diminished, with slow relaxation. 


Periorbital soft tissues sag, brows and lashes are sparse, tongue and 
lips are thick and the abdomen protuberant. The hair is dry, brittle and 
lusterless. Deafness accentuates the rasping voice. Females, in whom 
the incidence is higher, are menorrhagic. Intolerance to cold is marked. 
The ECG has low voltage, slow rate, flat T waves and striking lack of 
somatic tremor. These changes are due fo infiltration of heart muscle 
(in the presence of generalized myxedema) and hydropericardium. 
Introduction of air into the pericardial sac, outlines a thin, uninvolved 
pericardium. 
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Mechanism of Erythrocyte Production 


In a REVIEW of physiologic control of erythrocyte pro- 
duction, Erslev notes that there are two phases in the 
production of mature red blood cells. Each phase is 
subject to separate influences, as shown in the follow- 
ing diagram: 


Phase | Influences 
Erythroblastic | Oz tension in 
multiplication tissues 
Cellular | Nutritional and 
maturation metabolic factors 


In connection with the phase of erythroblastic mul- 
tiplication, it has long been known that low Oz tension 
has a stimulating effect on marrow activity, while high 
Oz tension has a depressing effect. It had been assumed 
that Og tension in the marrow itself had this influence. 
However, Erslevy summarizes the evidence against that 
assumption—amarshals evidence to support the thought 
that the influence of O2 tension is mediated by a 
humoral erythropoietic factor. It appears that this factor 
is produced outside the bone marrow (in a specific or- 
gan or cellular system) in response to lowered Oz 
tension. (Blood, 10: 954, 1955.) 


Cancer of Maxillary Antrum 


REPORTING their experiences with 16 cases of carcinoma 
of the maxillary antrum, Raines and James noted that 
this tumor is almost never diagnosed early. The prin- 
cipal difficulty with diagnosis results from masking of 
the cancer with symptoms of an inflammatory process. 
In 15 of the authors’ cases, there was invasion of bone 
at the time of hospitalization. The remaining patient 
had negative roentgenograms, but the alveolar ridge 
showed ulceration clinically. 

About 90 per cent of these cancers are of the squa- 
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Tips from Other Journals 


mous-cell type. They cause local pain and symptoms 
suggestive of sinusitis. With varying locations and ex- 
tensions, they may cause epistaxis, nasal obstruction, 
ulceration of the alveolar ridge or palate, swelling of 
the cheek and proptosis. Roentgenograms usually show 
clouding of the antrum and bone destruction. Evi- 
dence of lymphatic metastases is difficult to discover 
because the pathway of drainage is primarily to the 
retropharyngeal lymph nodes. Diagnosis by biopsy 
may necessitate an operation to gain access to the 
antrum. 

Raines and James advocated treatment by a com- 
bination of surgical excision and radiotherapy. After 
resecting the maxilla (and areas of adjacent involve- 
ment if possible), a mold of the defect was constructed. 
This plastic mold was then “loaded” with radioactive 
substances in order to treat the area effectively and 
selectively. 

The gap in the face was later closed with a dental 
prosthesis, so that speech and swallowing were not im- 
paired. (Surg., Gynec. ¢ Obst., 101: 395, 1955.) 


Hydralazine Reaction 


Ir HAS BEEN OBSERVED experimentally that dogs fed 
hydralazine develop LE phenomena and “‘wire-loop” 
lesions of the glomerular tufts. 

Dammin and his colleagues report the case of a 54- 
year-old man with chronic hypertension who was treated 
with hydralazine for over two years. He developed 
nausea, weakness and fatigue, and was admitted to the 
hospital with a pericardial friction rub, a tender pal- 
pable spleen and severe anemia. The following were 
recorded: leukopenia, BUN 106 mg., LE test positive, 
albuminuria, microscopic hematuria, and red blood 
cell casts. Despite temporary improvement following 
withdrawal of hydralazine, the patient died one month 
later. 

Post-mortem examination revealed hemorrhages 1” 
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the lungs, kidneys and intestinal mucosa. Bone marrow 
was hypoplastic. LE phenomena were demonstrated in 
the lungs. There were glomerulonephritis, and a peri- 
arteriolar increase of collagen in the spleen. There was 
also interstitial polymyositis. 

The clinical course and tissue reactions in this pa- 
tient were interpreted as a hydralazine reaction—simi- 
lar to the hydralazine disease of experimental animals 
—in a patient with chronic hypertension. (J. Lab. & 
Clin. Med., 46: 806, 1955.) 


Shivering Following Anesthesia 


SmitH, Bachman and Bougas studied the etiology of 
shivering following anesthesia. A series of 259 chil- 
dren were anesthetized with thiopental, ether or cyclo- 
propane in air-conditioned operating rooms. Post- 
anesthetic tremors occurred in a significant number 
of cases following both ether and cyclopropane, but 
in a far larger number of cases following thiopental. 
After attempting to eliminate pyrogens, the other 
possible causes were studied. There was no evidence 
of carbon dioxide excess or increased cortical activity. 
Central and surface temperature changes under thio- 
pental did not suggest depression of the temperature- 
regulating mechanism. 

The authors thought that the post-anesthetic trem- 
ors represented true thermal shivering. Heat loss 
takes place in normal subjects as a result of conduction, 
convection, vaporization and radiation. Under most 
anesthetic agents, the authors explained, muscular 
activity is diminished, peripheral vasodilation is in- 
creased, and the skin is chilled by disinfectants. Fur- 
ther cooling is caused by cold intravenous infusions 
and by exposing large wounds to room temperatures. 
It was suggested that greater cooling under thiopental 
may be due to the increased blood volume associated 
with its use and the larger ventilatory heat losses 
that occur with the use of semiclosed techniques 
commonly employed with this agent. Other factors 
noted were early awakening and rapid return of the 
shivering reflex under thiopental. 

The authors added that shivering may have a harm- 
ful effect in poor-risk patients. (Anesthesiology, 16:655, 
1955.) 


Long-Term Anticoagulant Therapy 


Suzman, Ruskin anp GopserG evaluated the effect of 
continuous long-term anticoagulant therapy on the 
prognosis of myocardial infarction in 82 patients (long- 
term group). These patients were compared with 88 
similar, contemporary cases in which anticoagulants 
were used only for therapy of the acute attack (short- 
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term group). Periods of observation ranged from three 
months to as long as six years. The anticoagulant usu- 
ally administered was Dicumarol—the object being to 
maintain the prothrombin time at about twice normal. 

In both the long-term group and the short-term 
group, cases were divided into two subgroups—mild 
and severe—according to the circumstances of the 
original episode of myocardial infarction. 

It was apparent that the prognosis was generally 
good in all respects in patients in whom the attack 
of myocardial infarction had been mild. Long-term 
anticoagulant treatment made little difference for these 
patients. 

On the other hand, long-term administration of anti- 
coagulants made an appreciable difference in the course 
for patients in whom the attack of myocardial infarction 
had been severe. 

When the mild cases were eliminated from consid- 
eration, the mortality during the periods of observation 
was 9 per cent in the long-term group and 46.7 per 
cent in the short-term group. The incidence of subse- 
quent myocardial infarction and of cardiac deaths in 
general also pointed to a beneficial influence of long- 
term anticoagulant therapy. Comparisons of the course 
in severe cases are shown in the illustration below. 
(Circulation, 12:338, 1955.) 


EFFECTS OF LONG-TERM AND SHORT-TERM 
ANTICOAGULANT THERAPY COMPARED 


IN CASES OF SEVERE MYOCARDIAL INFARCTION 


LONG-TERM GROUP 


123 


SHORT-TERM GROUP 


| 
| 
| 
| 


Complications of Abdominoperineal Resection 


Buckwa ter, Shropshire and Joiner studied the com- 
plications that developed in 176 unselected patients 
who had undergone combined abdominoperineal re- 
section for cancer of the rectum. Of the 176 patients, 
111 had a total of 206 complications. The experience 
can be outlined as follows: (The numbers in paren- 
theses indicate the number of cases involved.) 
I. Early nonurologic complications (78) 
A, Abdominal wound (23) 
1. Evisceration (2) 
2. Separation of skin or fascia (4) 
3. Incarceration of bowel in wound (1) 
4. Other: stitch abscess, cellulitis, suppuration 
(16) 
B. Ileus (17) 
C. Death (16) 
1. Pulmonary embolism (8) 
2. Mechanical obstruction (3) 
3. Other (5) 
. Perineal wound inflammation (14) 
. Pulmonary (12) 
1. Atelectasis (7) 
2. Pneumonia (5) 
Thrombophlebitis (9) 
. Gastric dilatation (8) 
. Cardiovascular (8) 
1. Congestive heart failure (4) 
2. Coronary occlusion, nonfatal (1) 
3. Arrhythmias (5) 
Colostomy (6) 
1. Stricture (4) 
2. Retraction (2) 
. Mechanical obstruction (5) 
. Peritonitis (2) 
. Toxic psychosis (1) 
M. Vaginal perineal fistula (1) 
II, Early urologic complications (34) 
A. Retention (30) 
B. Infection (8) 
C. Urethral perineal fistula (4) 
D. Uremia (2) 
III. Late complications (32) 
A. Colostomy stricture (20) 
B. Perineal wound infection (7) 
C. Colostomy hernia (4) 
D. Abdominal wound hernia (3) 
E. Ileus (2) 
F. Mechanical obstruction (2) 
G. Urethral stricture (2) 
As the outline indicates, combined abdominoperi- 
neal resection is followed by a wide variety and a large 
number of complications. The authors concluded: 
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“Careful preoperative evaluation of the patient wit: 

correction of demonstrated deficiencies, gentle an: 
precise operative technique with attention to the tec! . 
nical considerations discussed and the correction «i 
physiologic disturbances occurring during the oper: - 
tion, conscientious application to the details of e1- 
lightened postoperative care, and a continuing searc!) 
for the answers to present unsolved problems will rv - 
sult in reduction of the morbidity and mortality of this 
operation.” (Surg., Gynec. Obst., 101 :483, 1955.) 


X-ray Diagnosis of Esophageal Varices 


KirsH sTupIED 502 patients with diseases of the liver 
and spleen in which the esophagus was examined for 
varices both by roentgenographic techniques and by 
esophagoscopy. In 90 per cent of the cases, these two 
techniques of examination were in agreement. There 
were 36 cases in which the roentgen findings were neg- 
ative but esophagoscopy was positive. In ten patients, 
roentgen findings were positive while the esophago- 
scopic examination was negative. In two cases esopha- 
goscopy was suggestive of varices but the roentgen 
findings were negative. 

Because the esophageal walls retain their flexibility 
when varices are present, peristalsis may cause the 
varices to be ironed out at times. For this reason the 
authors found that frequently only two films or even 
one showed varices. For this reason their routine pro- 
cedure entailed the use of multiple films. (Am. J. 
Roentgenol., 74:477, 1955.) 


Aortic Aneurysm Due to Tuberculosis 


Ros and Eastcotr report a case of an aneurysm of 
the abdominal aorta due to erosion of the aortic wall 
by tuberculous granulation tissue from caseating ab- 
dominal lymph nodes. Successful treatment was ac- 
complished by resection of the aneurysm and recon- 
struction of the aorta with an Orlon cloth prosthesis. 
(Brit. M. J., 4910:378, 1955.) 


Salicylates for Renal Calculi 


PriEN AND WALKER determined by laboratory experi- 
ments that the water solubility of calcium phosphate 
is increased by the presence of complex glucuronides 
or glucuronosides. Salicylates are among the large 
number of compounds known to be excreted in the 
urine in the form of glucuronosides. 

On this basis, the authors treated 19 patients hav- 
ing a history of recurrent calcium-containing urinary 
tract calculi with a total of 2 Gm. of acetylsalicylic 
acid in three divided doses or an equivalent amount of 
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salicylamide. No formation of calculi occurred in 17 
out of 19 patients over a period of 12 to 18 months of 
such therapy. In one patient there was complete fail- 
ure, in that existing calculi became larger and new 
ones appeared. In one other patient, there was a slight 
increase in size of small existing renal calculi after 18 
months. 

The authors acknowledged that failure of calculi to 
recur and cessation of growth of existing calculi do 
not afford unquestioned evidence that a therapy is ef- 
fective in a small series of cases. It is not unusual for a 
patient who has had numerous calculi suddenly to 
stop producing them for no discernible reason. Simi- 
larly, growth of existing renal stones has been observed 
without obvious change in the patient’s condition. 
However, the authors’ results were sufficiently encour- 
aging to suggest a relationship between therapy and 
effect. (New England J. Med., 253:446, 1955.) 


Trauma Test in Epidermolysis Bullosa 


THE DIFFERENTIAL DIAGNOSIS of bullous lesions in infants 
and children is often difficult. Epidermolysis bullosa is 
characterized by a defect in cohesion of the skin. Simon 
has studied various procedures that may evoke a bul- 
lous reaction in such cases. Uniformly, it was found 
that the superficial layers of skin adhered to adhesive 
tape when it was removed. This was reproducible over 
nearly the entire skin surface. 

This disease has been considered due to a defect in 
elastic tissue development. The adhesive tape trauma 
test may be helpful in its differential diagnosis. (J. 
Pediat., 47: 750, 1955.) 


Serum Iron in Liver Disease 


Stone, RuMBALL AND Hassett studied serum iron 
levels in 61 patients having liver disease—17 patients 
with acute viral hepatitis, 34 patients with portal cir- 
thosis and 10 patients with obstructive jaundice. 
Serum iron concentrations were significantly above 
normal only in patients with acute hepatitis (see accom- 
panwng illustration). 

It was apparent that considerable elevations of serum 
iron concentrations were consistently present in cases 
of acute viral hepatitis, in distinction from the other 
two types of liver disease studied. During the course of 
hepatitis, values reached a peak from 12 to 3] days 
after the onset of jaundice. 

Serum iron values were quite low in some cases of 
cirrhosis. This seemed to be related to anemia second- 
ary to gastrointestinal bleeding. 

The reason for elevation of serum iron concentra- 
tions in hepatitis was not elucidated. The authors 
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speculated that it may be related to release of iron dur- 
ing liver cell destruction and to an inability of the 
damaged liver to store iron. 

Other conditions known to produce an elevated 
serum iron are hemosiderosis, hemochromatosis and 
diseases associated with hemolysis (including perni- 
cious anemia). (Ann. Int. Med., 43: 229, 1955.) 


Testing for Penicillin Allergy 


Turr and his coworkers recommend that a skin test 
should be done in any patient in whom there is reason 
to suspect penicillin allergy. For practical reasons, 
they favor the intracutaneous technique, injecting 0.2 
cc. of a concentration of penicillin of 10,000 units per 
cc. The method should always include a “control” 
consisting of intracutaneous injection of 0.2 cc. of the 
vehicle or diluent for the penicillin. Reactions are read 
in ten minutes. 
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A positive reaction to penicillin would indicate that 
there is risk of anaphylaxis. However, the authors 
warn: “‘A negative skin test . . . does not exclude penicillin 
allergy and the possibility of a reaction to a subsequent 
administration, especially if the patient is allergic (for 
example, asthmatic) and had been given penicillin pre- 
viously.” 

Tuft’s group add that no reliance can be placed on 
a delayed positive skin test. Nor do they recommend 
the patch test except in diagnosis of the contact form 
of allergic dermatitis to penicillin. The patch test has 
no value for detection of the anaphylactic form of 


allergy. (Am. J. M. Sc., 230: 370, 1955.) 


Lymph Node Aspiration 


AS AN ADJUNCT, but not as a replacement, for lymph 
node biopsy, Lucas recommends lymph node aspiration 
for diagnosis in cases in which lymphadenopathy is a 
clinical feature. The technique has the following ad- 
vantages: (1) It is simple and inexpensive. (2) Several 
nodes can be aspirated at one time or in succession. 
(3) Preparation of specimens is quicker than for biopsy 
specimens. 

In evaluating the accuracy of the method, Lucas 
found that the correct diagnosis was made in 52 out of 
85 consecutive cases of lymphadenopathy. In only one 
instance was a wrong diagnosis made. This would imply 
that a diagnosis could not be offered from examination 
of smears in the remaining 33 cases. Diagnosis de- 
pended upon finding abnormal cells rather than upon 
the relative frequency of normal cells. He spoke of the 
method as a “screening test” and warned that excision 
of a node should be carried out if aspiration fails or if 
the diagnosis cannot be made from smears. (Blood, 
10: 1030, 1955.) 


Parotid Sialoangiectasis 


BiscarD and Kimball described a disease entity of the 
parotid gland characterized by gross cystic dilatation 
of the ducts and alveoli. Fifteen cases of this condition, 
named sialoangiectasis, were found in the literature. 
Five were bilateral. Women, usually in the middle age, 
were affected more commonly than men. The parotid 
was the most frequent site, although occasionally the 
submaxillary gland was involved. The etiology has been 
attributed to chronic inflammation by most patholo- 
gists, although two cases were believed by Bailey to be 
of congenital origin. 

The authors quoted Goodwin who described four 
pathologic types of the disease; (1) scattered foci, (2) 
diffuse involvement, (3) localized but nonencapsulated 
lesions, and (4) localized lesions with encapsulation. 
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Grossly the lesions varied from what appeared to be a 
distinct tumor to a diffuse process. Histologically. 
masses of lymphoid tissue were seen containing scat- 
tered foci of epithelial cells, traceable to ductal origin. 
The lymphoid tissue sometimes was suggestive of! 
lymphosarcoma. 

The authors stated that sialoangiectasis has occasion - 
ally been preceded by an upper respiratory infection. 
Symptoms have consisted of pain and enlargement of 
one or both parotid glands. In most instances the pain- 
ful swelling, aggravated by eating, had recurred 
periodically for months or years. 

Bisgard and Kimball reported a case in a 55-year- 
old woman who had bilateral swellings at the angles of 
the jaw. Fluid aspirated from the parotid ducts re- 
vealed fragments of tissue showing epithelium taller 
than normal and slightly more papillary. Five cc. of 
contrast medium was injected into each duct and ster- 
eoscopic x-ray studies made. These revealed bilateral 
cystic and saccular sialvangiectasis. Bilateral paroti- 
dectomy was performed at two separate operations. 
Two years later the patient was symptom-free. (Arch. 
Surg., 71:337, 1955.) 


Carcinoid Tumors and Cardiovascular Abnormalities 


In view of the reported association of intestinal car- 
cinoid tumors and cardiovascular abnormalities, Spain 
attempted to evaluate the incidence and pathogenesis 
of this phenomenon by studying 26 autopsied cases of 
carcinoid tumors of the gastrointestinal tract. In addi- 
tion, for comparative purposes, 500 autopsies sampled 
at random were also studied relative to the presence of 
similar cardiovascular changes. 

In the 500 autopsies on adults without carcinoid 
tumors, less than 50 (10 per cent) showed any develop- 
mental defects of the heart. In contrast to this, in the 
26 cases with carcinoid tumors there were 9 (33 per 
cent) with unequivocal congenital defects or anomalies. 
In the control group, there was not a single instance 
of isolated fibrostenotic involvement of the tricuspid 
valve. In the cases with carcinoid tumors, there were 
ten with varying degrees of right-sided valvular lesions. 
In none of these were there any stigmas of rheumatic 
heart disease. Thus, 19 of the 26 cases of carcinoid 
exhibited some cardiovascular abnormality or defect. 

This study indicates that the syndrome is not merely 
a coincidence of conditions. It has been suggested that 
the progressive and acquired changes of the valves may 
be related to some substance that exerts a deleterious 
effect on the endocardium. The discharge of this ma- 
terial into the right side of the heart, particularly if 
derived from liver metastases, might account for the 
predominance of the changes in this area. The most 
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advanced involvement of the tricuspid and pulmonic 
valves was found in those cases in which the carcinoid 
tumor had metastasized. (Am. J. Med., 19:366, 1955.) 


Ultraviolet Purification of Water 


Ricks and coworkers found that the A.R.F. Ultraviolet 
Water Purifier provides a means for purification of 
even heavily contaminated water. This small unit de- 
livers safe water at a flow rate of 114 qt. per minute. It 
can serve effectively for private water supplies under a 
variety of circumstances, routine or emergency. It 
would not be reliable for water that is not reasonably 
clear by visual inspection (very muddy water, debris- 
filled water). 

The authors urged that the A.R.F. U-V Water Puri- 
fier should not be thought of as a replacement for 
sound public health measures established to provide 
safe water. Nor should it replace efforts to improve 
individual sources of water. (Am. J. Pub. Health, 45: 
1275, 1955.) 


Duodenal Obstruction 


Gray AND GarrETT have described the symptomatology 
produced by obstruction of the lower duodenum. They 
reported that it closely resembles that resulting from 
disease of the biliary tract. Obstruction of the duo- 
denum below the ampulla of Vater, from a variety of 
causes, produced abdominal distress, vomiting, belch- 
ing, heartburn or diarrhea in some patients. Others 
were found to have either occult blood in the stools or 
anemia. Although a characteristic symptom complex 
could not be defined, symptoms were similar to those 
found in disease of the biliary tract or in the post- 
cholecystectomy syndrome. 

The causes of the duodenal obstruction in 67 cases 
reported were numerous. Neoplasms in or impinging 
upon the duodenum were present in 34 cases. Obstruc- 
tion by the superior mesenteric vessels was found in 13. 
Other causes of obstruction included atresia or stenosis, 
diverticula, fibrous bands and volvulus. 

The authors quoted experimental work of McGowan 
and coworkers who determined the intraduodenal pres- 
sure in various groups of patients. Normal individuals 
had a duodenal pressure which varied from 0 to 30 mm. 
of water. Patients with intractable post-cholecystectomy 
colic showed a resting pressure of 30 to 100 mm. of 
water. Similar post-cholecystectomy syndrome patients 
whose symptoms were relieved by one of the nitrite 
drugs had a pressure ranging from 35 to 55 mm. of 
water. Pressures were higher during episodes of pain. 

The diagnosis of this condition was aided by barium 
x-ray studies, which revealed dilatation of the second 
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and third portions of the duodenum. The authors re- 
ported relief of symptoms following duodenojejunos- 
tomy. They recommended that the duodenum be exam- 
ined in any patient with biliary tract symptoms who at 
operation is not found to have biliary tract abnormality. 
(Ann. Surg., 142:532, 1955.) 


Causes of Vocal-Cord Paralysis 


HUPPLER AND ASSOCIATES analyzed 633 cases of vocal- 
cord paralysis, collected from the records of the Mayo 
Clinic for the years 1939 through 1948. The mean age 
for the whole group was 48 years. The largest number 
of cases (182) was in the sixth decade of life. 

The largest group consisted of patients who had 
undergone thyroidectomy. Because that operation has 
been less frequently performed since 1948, it might be 
anticipated that the etiologic relationships shown in the 
diagram below will have changed since then. Indeed, 
one might anticipate a reduction in the total number of 
cases of vocal-cord paralysis since the advent of medi- 
cal methods for treatment of thyrotoxicosis. 

Among the 181 patients in whom the cause for vocal- 
cord paralysis remained unknown after adequate medi- 
cal examination, prognosis was related to the nature 
of the findings in the chest film. When the chest film 
was negative, the patient was found to have normal life 
expectancy and a one-in-three chance of regaining his 
voice. When there was an abnormal shadow in the chest 
film, the patient’s chances were found to be three in 
five for living five years—one in two for living ten years. 
(Proc. Staff Meet., Mayo Clin., 30:518, 1955.) 


CAUSES OF VOCAL-CORD PARALYSIS IN 633 CASES. 


Cardiovascular disease 
26 coses 
_ Neurologic disease 
22 coses 


Surgery 


14 coses 


“Postthyroidectomy 
273 cases 


Cancer 


95 cases 


Trauma 
13 cases 
Infection 


9 cases 


Undetermined 
181 cases 
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Circulatory Arrest Deaths 


CrowELt and his coworkers studied the cause of death 
in animals subjected to circulatory arrest for various 
periods of time before resuscitation. Anesthetized dogs 
were intubated, the heart was fibrillated electrically, 
and after varying periods of time, defibrillated. During 
the period of fibrillation, artificial respiration was re- 
sumed as the heart was massaged and defibrillated by 
countershock with 110 volts of alternating current. The 
results were compared in control dogs and dogs hepar- 
inized before fibrillation. Blood coagulation times were 
determined at frequent intervals. 

In dogs subjected to only two minutes of circulatory 
arrest, coagulation times remained generally within 
normal limits. When the period of circulatory arrest 
was lengthened, however, coagulation times at first in- 
creased, but later the blood became very hypercoagul- 
able. Similar experiments were carried out in heparin- 
ized animals, and the results of the two groups were 
compared. 

Nonheparinized dogs subjected to a period of circu- 
latory arrest of five minutes’ duration showed a period 
of hyperexcitability with extreme hyperthermia, of six 
of 15 hours’ duration. This was followed by a period of 
progressive depression from which the animals did not 
recover. Twelve similarly treated heparinized dogs did 
not show hyperexcitability or hyperthermia, and re- 
covered. Post-mortem examination of all animals which 
failed to survive showed minute blood clots in the cir- 
culating blood and in the lungs. In heparinized ani- 
mals, however, the mortality was greatly decreased, 
and longer periods of circulatory collapse were tol- 
erated. 

The authors concluded that death following recov- 
ery from circulatory collapse was not necessarily due to 
anoxia of the central nervous system but to the develop- 
ment of small blood clots in the vascular system with 
obstruction to the pulmonary circulation. (Surgery, 
38 :696, 1955.) 


Pilonidal Sinus 


Pecora and Cooper reported the results of treatment 
in 295 cases of pilonidal sinus, and compared the ef- 
fectiveness of open and closed operations. The inci- 
dences of wound separation and infection were noted 
as well as the recurrence rates. The patients were 
treated by different surgeons, each of whom selected 
the type of operation to be performed, and the post- 
operative management. 

Block dissections were employed in all cases. When 
wounds were closed, absorbable gut sutures were placed 
in the subcutaneous tissues to obliterate dead space, 
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and the skin was closed with silk. Patients were allow. | 
out of bed after four days, but were instructed not \ 
lie on their backs or flex their thighs for about ten day . 
After open operations, patients were allowed to walk «11 
the first postoperative day. Daily dressings were per- 
formed in order to promote growth of granulation from 
the depths of the wounds. 

In patients having open operations, there were no 
infections. The sinuses recurred in 2.9 per cent of 
cases. In the patients having closed operations, there 
were wound separations in 18.8 per cent, 13.9 per cent 
became infected and 6.6 per cent recurred. The authors 
felt that, although complications were more common in 
the closed group, this did not affect the recurrence rate 
appreciably, and although recurrences were slightly 
more common in the closed group, both figures were 
acceptably low. They stated that the precision with 
which a method of treatment was carried out was more 
important than the type of operation selected. (Arch. 
Surg., 71:752, 1955.) 


Vitamin A Deficiency in Infancy 


ViraMin A DEFICIENCY is unusual in infancy because 
milk contains sufficient quantities of this substance. 
However, when an allergic infant is placed on a milk- 
free diet, the addition of vitamin A supplement must 
not be overlooked. 

Bass and Caplan report the case of an infant who, be- 
cause of severe generalized eczema, was switched from 
an evaporated milk formula to a soybean preparation. 
He received vitamin C and D supplementation. At age 
7 months, blood stains were noted on the diaper. Urin- 
alysis then revealed many red cells. In rapid succession 
he developed fever, severe anemia, ulceration and cloud- 
ing of the cornea bilaterally, marked apathy, bulging of 
the anterior fontanel, nuchal rigidity, spasticity and 
hyperactive reflexes. X-rays, subdural and ventricular 
taps and blood cultures were negative. 

A careful dietary history revealed a lack of foods con- 
taining vitamin A; his meals consisted of the soybean 
preparation, bananas, rice and peaches. Vitamin A, 
100,000 units, was given daily intramuscularly for six 
days, with dramatic improvement. Within two days, the 
fontanel was flat, the eyes returned to normal and the 
urine cleared. Subsequent development was normal. 

The curious combination of anemia, hematuria, hiy- 
drocephalus and corneal disease is characteristic of this 
syndrome. Other signs that have been reported are: 
retarded mental and physical growth; hepatospleno- 
megaly; frequent infections, and endocrine disturb- 
ances such as gynecomastia. 

The syndrome of vitamin A deficiency in infants dif- 
fers from that in adults, but is similar to this deficiency 
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when produced in experimental animals. The hema- 
turia results from epithelial changes in the urinary tract. 
Large numbers of epithelial cells also may be found in 
the urinary sediment. 

The authors mention another case of vitamin A de- 
ficiency in an infant proved to have congenital absence 
of the bile ducts. This child developed hydrocephalus. 
The vitamin A blood level was extremely low (normal: 
45 to 150 units per cc.). After one week of intramuscu- 
lar vitamin A therapy, the fontanel became flat, and re- 
mained so until the patient died. is Pediat., 47 :690, 
1955.) 


Middle Lobe Syndrome 


EFFLER AND ErvIN discuss their experience with 32 pa- 
tients who were operated upon for the middle lobe 
syndrome or its counterpart in the lingula of the left 
upper lobe. They define the middle lobe syndrome as 
a suppurative process which is characterized by recur- 
rent pneumonitis, productive cough, recurrent fever 
and frequent hemoptysis. It begins with a phase of ob- 
structive pneumonitis and terminates with a phase in 
which there is destruction of the lung parenchyma dis- 
tal to the point of obstruction (see illustration at right). 

Mechanical obstruction of the middle lobe bronchus 
by hyperplastic lymphadenitis initiates the first phase 
of obstructive pneumonitis. The bronchus may reopen 
when the obstructive phase is short, and if irreversible 
changes have not occurred, complete function may re- 
turn. The course of such a patient is suggestive of that 
seen with pneumococcal pneumonia. If the bronchial 
occlusion persists beyond the point of pulmonary re- 
covery, the diseased lobe may remain airless and con- 
tracted, presenting the classic picture of middle lobe 
syndrome. 

In other cases, bronchial occlusion may be relieved 
and the lung re-aerated even though the critical point 
of pulmonary recovery has been passed. In these cases, 
nonfunctioning bronchiectatic lobes remain, even 
though the bronchial occlusion no longer exists. 
Whether the middle lobe remains airless and contracted 
or expanded and bronchiectatic has little influence on 
the clinical course of the patient, for in either case the 
patient is subject to the same symptoms of recurrent in- 
fection, 

The diagnosis of the middle lobe syndrome or its 
counterpart in the lingula of the left upper lobe should 
be suspected in a patient in whom there are clinical 
manifestations of recurrent suppuration associated with 
frequent hemoptysis. Routine roentgenography, bron- 
choscopy and bronchography will confirm the diag- 
nosis. In most cases therapy will be surgical, and prog- 
nosis is excellent. (Am. Rev. Tuberc., 71:775, 1955.) 
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Pathogenesis of middle syndrome. 

A. Normal anatomy of middle lobe, its bronchus and peribronchial 
lymph nodes. 

B. Compression of middle lobe bronchus and development of 
obstructive pneumonitis. 

From this point, there are three possible courses. Obstruction may 
be relieved, with return of the lobe to its normal state (A). Ob- 
struction may persist, the middle lobe become atelectatic, and infec- 
tion increase (C). Finally, obstruction may be relieved and the 
middle lobe may expand, but with irreversible bronchiectatic 
changes (D). 


Intestinal Obstruction 


Perry and his coworkers surveyed all cases of intestinal 
obstruction caused by adhesions at the University of 
Minnesota Hospital from 1942 to 1953. Postoperative 
adhesions accounted for 79 per cent of all adhesive 
obstructions. Other causes were inflammatory adhesions 
and congenital bands. 

Although the prevention of postoperative adhesions 
has not been achieved, the authors recommended gen- 
tleness in the handling of tissues, strict asepsis and 
avoidance of exposure of viscera. The importance of 
removing all powder from surgeons’ gloves, even hy- 
drolyzed starch, was stressed. The authors pointed out 
the higher mortality rates from intestinal obstruction 
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in infants and in the aged. The former seemed to be 
due to delayed diagnosis and electrolyte derangements. 
Higher mortality in older patients was due to their in- 
ability to tolerate emergency surgery. This could best 
be combated by replacing the blood volume to adequate 
levels, control of hydration by daily weighing of pa- 
tients, continuous gastroduodenal suction until normal 
intestinal function had returned, and treatment of 
thrombophlebitis and phlebothrombosis with antico- 
agulant drugs. 

Simple obstructions without evidence of strangula- 
tion were treated initially by intestinal suction. This 
was replaced by surgery if distention of the bowel was 
not relieved in 12 hours or if signs of strangulation 
developed. Operative intervention was employed in 
most instances of Jarge bowel obstruction. Cases of 
small intestinal obstruction showing evidence of stran- 
gulation were operated upon as soon after admission as 
possible. Suction was continued in simple obstruction 
patients if distention was relieved and improvement 
was progressive. The over-all mortality of these ob- 
structions was 9.5 per cent. Excluding patients dying 
of other diseases, and those moribund on arrival, it 
was 5.9 per cent. (Ann. Surg., 142:810, 1955.) 


Thrombosis in Cancer 


McKay AnD WaBLiE called attention to a tendency of 
certain cancer patients to develop disseminated intra- 
vascular coagulation in small vessels. They suggested 
that this phenomenon might explain such clinical syn- 
dromes as hemorrhagic diathesis, shock, acute renal 
failure and nonbacterial endocarditis. 

The authors reported a case involving a 37-year-old 
woman. Two months following resection of a carcinoma 
of the sigmoid, she was hospitalized because of ab- 
dominal pain, vomiting, weakness and diarrhea. Exam- 
ination revealed a mass in the left breast, a loud systolic 
heart murmur and abdominal distention with tender- 
ness and ascites. The white blood count was elevated 
to 23,000, the hemoglobin was 9 grams and the blood 
urea nitrogen 39 mg. per 100 ml. She developed rectal 
bleeding and, following several grand mal seizures, died 
on the 20th hospital day. Post-mortem examination re- 
vealed carcinoma of the colon with regional and gen- 
eralized metastases. In addition intracapillary fibrin 
thrombi were present in the lungs, liver, heart and 
spleen, and there was ulcerative esophagitis and colitis. 

The authors gave several theories for the etiology of 
this thrombotic process. They suggested that localized 
areas of thrombosis might result from invasion of blood 
vessel walls by the tumor, progression of the tumor 
along veins, extrinsic compression of vessel walls or 
metastasis of tumor emboli. Generalized thrombosis, in 
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the absence of tumor cells, was more difficult to ex- 
plain. The discharge of products of tumor metabolisn). 
such as thromboplastin and proteolytic enzymes, into 
the blood stream might increase the coagulability of 
the blood. Intravascular coagulation and the conver- 
sion of fibrinogen into fibrin could then explain the re- 
duction of fibrinogen in the blood to a hemorrhagic 
level, with resultant bleeding and even shock. (Cancer, 
8:970, 1955.) 


Mesenteric Cysts 


STEINREICH REPORTED a series of eight mesenteric cysts 
and one omental cyst among 444,332 hospital admis- 
sions to Akron hospitals during a ten-year period. The 
clinical picture in most instances was that of a slowly 
growing, painless, freely movable abdominal tumor. 
Usually the attention of the physicians was called to 
the mass by a complaint of crampy abdominal pain or 
by evidence of intestinal obstruction. The preoperative 
diagnosis in the case of the omental cyst was acute 
appendicitis. In two cases a preoperative diagnosis of 
left ovarian cyst was made, and in another the cystic 
mass was discovered in a woman at her routine six- 
weeks post-partum examination. Other preoperative 
diagnoses included abdominal hernia and fibroid 
uterus. Another cyst was discovered at laparotomy per- 
formed for cholelithiasis. In two cases the correct 
preoperative diagnosis was made. 

In four cases the cyst was removed safely by enuclea- 
tion, and in the other four, concomitant bowel resection 
was necessary because of involvement of the mesenteric 
blood supply. The most frequent location of the lesions 
was in the mesentery of the ileum. Clear, watery fluid 
was found in the cysts more often than chylous or solid 
material. Microscopically the tumors contained no 
muscular coat or mucosal lining. (Ann. Surg., 142:889, 
1955.) 


Chlorpromazine for Induced Psychosis 


Scuwarz, Bickford and Rome provoked psychotic 
states in volunteer physicians by administering either 
mescaline or lysergic acid diethylamide (LSD-25). 
Then, chlorpromazine was injected intramuscularly, 
and proved to be an effective antidote in reversing the 
signs and symptoms of psychosis. That effect of non- 
sleep-producing chlorpromazine was in contrast to 
the lack of effect of a hypnotic (Amytal). Also, elec- 
troencephalographic changes that accompanied the 
induced psychosis reverted to normal under the in- 
fluence of chlorpromazine, whereas the Amytal elec- 
troencephalogram resembled a barbiturate effect. It 
appeared to the authors that chlorpromazine acts at a 
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basic neurophysiologic level; there was no evidence of 
a simple chemical antagonism of chlorpromazine to 
mescaline or LSD-25. (Proc. Staff Meet., Mayo Clin., 
30: 407, 1955.) 


Megaesophagus 


ErFLER AND Rocers have described the clinical char- 
acteristics of megaesophagus, and reported their re- 
sults in the treatment of 32 cases. This condition was 
found to be a common one, and to differ from achalasia 
(cardiospasm) in several respects. It was described as 
an organic disease, featured by a pathologic contrac- 
tion of the circular muscle in the cardiac esophagus 
and proximal dilatation of the organ. Peptic esophagitis, 
periesophagitis and abnormalities of the esophageal 
hiatus were not observed. Unlike cardiospasm, which 
was ascribed to intermittent lack of relaxation of the 
cardiac sphincter, megaesophagus was due to constant 
terminal smooth muscle contraction and associated 
esophageal dilatation. Nutritional impairment was a 
common feature, proportional to the severity of the 
primary disease. 

The authors described a new method of treatment. 
Through an infradiaphragmatic approach, a long my- 
otomy incision was made, extending well down over 
the anterior wall of the stomach, exposing the mucosa 
of the terminal esophagus and stomach through the 
incision. This procedure had the advantage over pre- 
vious esophagocardioplasty operations in that post- 
operative heartburn and retrosternal pain due to 
esophagogastritis did not occur. Of the 32 cases re- 
ported, 12 were treated by esophagocardioplasty. Nine 
of these required a secondary operation. The remaining 
20 were treated by the authors’ linear myotomy opera- 
tion. All of these obtained complete relief of dysphagia 
and food retention. (Arch. Surg., 71:551, 1955.) 


Infectious Hepatitis 


UsING A MAJOR OUTBREAK of infectious hepatitis in 
Des Moines and Polk County (Iowa) in 1952-53, 
Gelperin and Hampton studied the environmental fac- 
tors that influenced the pattern of the epidemic. The 
investigation did not include a search for subclinical 
cases. Factors of interest included the following: 

1. Socioeconomic status. Attack rates were inversely 
proportional to socioeconomic level. 

2. Sewage disposal. There were more cases in census 
tracts having only a partial sewerage system. There 
was a higher rate for homes with privies as compared 
to septic tank systems or on a city sewer. 

3. Family size. The larger the family, the higher the 
case rate. 
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4. Crowding. The greater the household crowding, 
the higher the case rate among families of equivalent 
socioeconomic status. 

During the period of the outbreak, gamma globulin 
was used with varying frequency for household con- 
tacts of patients having infectious hepatitis. The agreed 
routine treatment was an injection of 1.0 cc. per 25 
pounds body weight (to a maximum of 4.0 cc.). The 
effect on the prevalence of secondary cases is shown 
in the diagram below. (Am. J. Pub. Health, 45:1327, 
1955.) 


CRUDE ATTACK RATES 
AMONG HOUSEHOLD CONTACTS 
OF PATIENTS HAVING 
INFECTIOUS HEPATITIS 


Rate among 837 contacts 
receiving gamma globulin 


Rate among 475 contacts 
not receiving gamma globulin 


8%— 
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Whooping Cough in Vaccinated Children 


DurinG a one-year period, 100 bacteriologically proved 
cases of clinical pertussis were observed in the clinics of 
the Department of Public Health in the District of Co- 
lumbia. Sixty-four of the children had completed sched- 
ules of vaccination. Most of the cases were mild, and all 
patients recovered. Analysis of these cases by Jaffe re- 
vealed that vaccination did not affect the severity of the 
disease. Although there were fewer cases of pertussis in 
vaccinated children, the difference was not statistically 
significant. 

The variable potency of the vaccine used may be one 
reason for the poor protection offered by vaccination 
in this series of cases. These cases fell in a period be- 
fore the recent change requiring that each lot of per- 
tussis vaccine contain 12 units per total immunizing 
dose. 

It appears that whooping cough is not uncommon, 
and continues to appear even in vaccinated children. 
Perhaps the diagnosis is not being made because of its 
present atypical mild form, or because of cures by 
broad-spectrum antibiotics before the full clinical pic- 
ture erupts. (J. Pediat., 47:716, 1955.) 


Diagnostic Sign in Phlebitis 


Ortiz-RaMIREZ AND SERNA-RamireEz have described a 
diagnostic sign in phlebitis of the deep veins of the 
calf. With the patient recumbent and the extremity 
slightly flexed, a sphygmomanometer cuff was applied 
above the knee with a pressure of near 40 mm. Hg. In 
patients with phlebitis, this local venous hypertension 
produced pain in the popliteal region or calf that in- 
creased in intensity over a five-minute period. It dis- 
appeared instantaneously upon release of the pressure. 
The appearance of pain, the increase in intensity and 
the instantaneous disappearance are essential to a 
“positive” sign. 

In 32 patients with phlebitis, this sign was positive 
in 100 per cent of cases. Of the usual diagnostic signs 
of phlebitis, only that of Homans approached the 
incidence of the “cuff sign,” being positive in 81 per 
cent of the cases. It appears that the inflammation of 
the vein walls makes them very sensitive to the disten- 
tion produced by the increased venous volume. (Am. 
Heart J., 50:366, 1955.) 


Blood Ammonia in Heart Failure 


ARTERIAL and venous blood ammonia levels were meas- 
ured in patients with congestive heart failure by Bess- 
man and Evans. The average levels in arteries and 
veins of these patients were 1.33 and 1.06 mg./cc. 
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respectively. In control subjects, these values were 0.7° 
and 0.83 mg./cc. respectively. In one patient studied 
after therapy, the blood ammonia levels returned to 
normal and the arteriovenous difference reverted t 
the near zero level characteristic of normal subjects 

The cerebral manifestations of congestive hear: 
failure—lassitude, lethargy and coma—may be due i:: 
part to ammonia intoxication, etiologically similar to 
the cerebral symptoms of hepatic insufficiency. 

These authors suggest that ammonium chloride be 
used with caution in patients with heart failure who 
have cerebral symptoms or severe liver abnormalities. 
(Am. Heart J., 50:715, 1955.) 


Chlorpromazine in Head Injury 


Suea, ALMAN and Fazekas gave chlorpromazine to 11 
disturbed patients having various types of head in- 
juries, some associated with acute alcoholism. They 
noted that the drug maintained the patients in a tran- 
quilized state from which they could be easily aroused. 
This meant that diagnostic and therapeutic measures 
could be carried out with considerable ease. 

There was no evidence that chlorpromazine, in 
therapeutic concentrations, had any adverse effect 
upon the respiratory mechanism. The drug did not 
appear to aggravate cerebral edema or intracranial 
bleeding. The only fairly common undesirable side 
effect of chlorpromazine was its tendency to produce 
hypotension and tachycardia. In most instances the 
reduction in blood pressure produced by chlorproma- 
zine was of slight to moderate degree and did not have 
any adverse effect upon cerebral circulation. 

In the authors’ experience the optimum initial dose 
of chlorpromazine ranged between 25 and 50 mg. de- 
pending upon the degree of hyperactivity of the pa- 
tient. For extreme excitement, a dose of 100 mg. may 
be indicated. In this type of case it was usually neces- 
sary to administer the drug by deep intramuscular in- 
jection following which appreciable effects were demon- 
strable in about 30 minutes. Usually a single dose was 
effective for approximately four to six hours. (Arch. 
Int. Med., 96:168, 1955.) 


Urethane Toxicity 


FLANAGAN REPORTS a case of multiple myeloma treated 
with urethane at a dosage of 2 to 4 Gm. daily for ten 
and a half months. Coma with rapidly increasing 
jaundice caused death at the end of this period. At 
autopsy there was massive centrilobular hepatic necro- 
sis and diffuse acute tubular epithelial damage in the 
kidneys, presumably due to urethane. (Arch. Int. Med., 
96:277, 1955.) 
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Family Doctor 


(Eleventh National Congress on Rural Health, Portland, 
Ore., March 8.) ‘“WHEN EVERY FAMILY has a family phy- 
sician (defined as someone ‘who is interested in us as 
individuals, not just case history cards’), then everyone 
will have access to the best medical care available— 
when they need it and at a great savings.” The “offices 
of quacks are filled with people who either do not have 
a family doctor or do not take his advice. If you have a 
family physician, he will feel that your health and that 
of your family is his personal responsibility. And when 
you call him, no matter when it is, he will do every- 
thing to see you get proper treatment.”—Dvuane 
Bower, Manager, Montana Public Health League. 


Unhealthy Nation 


(Testimony before a House Appropriations Subcommittee, 
Washington, D.C., March 1.) “I THINK we are one of 
the unhealthiest countries in the world today. Cer- 
tainly coronary disease is an epidemic. That may be 
true of cancer of the lungs,” and both increases cannot 
be explained alone by better or faster diagnosis. The 
high rate of heart disease appears more attributable to 
lack of exercise than to faulty diet or excessive smoking. 

Exercise is “especially beneficial for the muscular 
man,” and “I have a suspicion that it may be protec- 
tive of the coronary arteries, too.” Two noteworthy 
changes have occurred in the mode of living. ‘We now 
have so many pushbuttons that we have stopped the 
use of our muscles, and that may be more important 
than anything else. This is a big question mark. Also, 
our diet has become richer and richer.” 

“Hard work never killed any man, hard work, both 
physical and mental. Most cardiacs cannot only work, 
but should. There is a limit to the work of anybody; 
you have to apply common sense.”—Dr. Paut D. 
Wurre, Boston. 


Here each month are published notes of progress 
in diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 

in the daily press and weekly newsmagazines. Report of a new theory 
or therapeutic claim here, prior to its formal publication 

in the medical literature, is not to be regarded as endorsement 

or verification by the editorial staff. 


MEDIGRAMS 


Drinking and Driving 


(Southern Police Institute, Louisville, Ky., Feb. 25.) 
Drivinc EFFICIENCY is affected by alcohol more quickly 
than is generally believed. Of 12 persons consuming 
varying amounts of whisky, 11 demonstrated impaired 
driving ability with blood alcohol levels ranging from 
0.04 to 0.24 per cent. “The point at which a driver is 
assumed to be under the influence of alcohol should be 
critically re-examined. The dangerous alcohol blood 
level is quite definitely lower than the generally ac- 
cepted 0.15 per cent.”—Dr. H. Warp Srra. 


New Tranquillizer 


(District of Columbia General Hospital Medical Staff 
Conference, Washington, Feb. 19.) A NEW TRANQUILLIZ- 
ING DRUG, promazine (Sparine), shows marked clinical 
effectiveness in controlling the acutely disturbed pa- 
tient. Its calming effect is not masked by depression, 
and it produces little or no fall in blood pressure. In 
trials upon 550 persons, vasomotor collapse, tachy- 
cardia, jaundice, agranulocytosis, or tissue destruction 
at the site of injection, have not been observed. While 
clinical trials are continuing, the drug appears indi- 
cated in control of delirium tremens, acute halluci- 
nosis, agitation due to psychoses, and withdrawal 
symptoms of drug addiction.—Drs. F. Fazexas, 
Paut D. Sutttvan and Joun D. Scuutz. 


Control of Common Cold 


(Common Cold Foundation, New York, Feb. 17.) A 
PREVENTIVE or cure for the common cold could come 
within five years, particularly if basic research on the 
problem is emphasized. Drug control rather than an 
effective vaccine appears more likely at this time.— 
Dr. Joun S. Dinciz, Western Reserve School of Medi- 
cine, Cleveland. 
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Tumor Accelerator 


(American Cancer Society Announcement, Philadelphia, 
Feb. 23.) Some sussrance in the liver accelerates 
growth of cancers, Drs, Karl E. Paschkis, A. Cantarow 
and Joseph Stasney find. A crude extract, administered 
to laboratory animals to which 20 or more cancer cells 
have been transplanted, causes the cancers to grow 
rapidly. Efforts are being made to purify and identify 
the substance, in hopes of developing means of block- 
ing its action and thereby slowing tumor growth. 


TB Vaccine 


(Chicago Tuberculosis Society and Illinois Trudeau So- 
ciety, Chicago, Feb. 24.) A VACCINE PREPARED from non- 
living particles of tuberculosis germs produces an im- 
munity in mice equal to that in mice immunized with 
BCG vaccine. The vaccine is prepared by mincing tu- 
berculosis bacilli, and separating out different-sized 
particles by ultracentrifugation. It protected 60 to 70 
per cent of mice from lethal doses of TB bacilli, com- 
parable to the protection from living strains of bacilli 
in BCG vaccine. Prospects for human use of the vac- 
cine are still remote at this stage—Drs. Guy You- 
mans, ANNE Youmans and Irvinc Mniman, North- 
western University Medical School. 


Control of Advanced Cancer 


(American Cancer Society Announcement, Boston, Feb. 
28.) CortisonE and thyroid hormone achieve about as 
good control of advanced breast cancer as do adrenal- 
ectomy and hypophysectomy, reports Dr. Henry M. 
Lemon, Boston University. The drug therapy brought 
good effect lasting up to two years in one-third among 
40 patients, temporary improvement up to six months 
in another third, and no benefit in the remaining third. 
Beneficial effects were judged on the basis of shrinkage 
of tumor mass, healing of bone lesions, x-ray evidence 
of control of metastases, and weight gain. The treat- 
ment appears to work by suppressing pituitary action. 
It usually is effective only in elderly patients whose 
ovaries are nonfunctioning, or younger patients whose 
ovaries have been removed. 


Psychiatric Training 


(Congress on Medical Education and Licensure, Chicago, 
Feb. 11.) Stx weexs to six months of intensive training 
in psychiatry can bring the student physician better 
understanding both of himself and of his patients. It 
can assist him more easily to “listen, advise and toler- 
antly accept” the emotional distress which brings so 


many patients to the physician, and make him more 
aware of the anxieties attending medical and surgical 
treatment. Such training also would give the physician 
background for deciding whether he can handle the 
problem himself, or should call in psychiatric con- 
sultants.—Dr. Rotrersman, Menninger School 
of Psychiatry, Topeka, Kansas. 


Search for Anticancer Drugs 


(National Cancer Institute Announcement, Washington, 
Feb, 24.) Jonine accelerated research for new chemo- 
therapeutic agents against cancers, The Food and 
Drug Administration will conduct safety tests, in ani- 
mals, of compounds which demonstrate activity. Dan- 
gerous compounds thus will be screened out before 
human trials. The National Cancer Institute, Veterans 
Administration, Atomic Energy Commission, Ameri- 
can Cancer Society and Damon Runyon Memorial 
Fund launched the program last May. Its four phases 
consist of preparation of possible compounds; testing 
them on animals for activity; animal studies to detect 
toxicity or side-effects, and human trials. 


Anti-infiuenza Agents 


(American Chemical Society Delaware Valley Regional 
Meeting, Philadelphia, Feb. 16.) IN LABORATORY TRIALS, 
a new family of synthetic chemicals appears promising 
against influenza. One, Caprochlorone, prevented 
death in test animals which otherwise would have suc- 
cumbed to certain human strains of this virus. It has 
been selected for further study.—Drs. Epwarp J. 
Cracor, Berry Lee Hamen, Oscar Liv and Joun 
Spizizen, Sharp ¢ Dohme Division, Merck @ Co. 


Undiagnosed Ailments 


(Montefiore Hospital Cancer Detection Center, New York, 
Feb. 20.) Or 13,000 paTIENTs examined at this cancer 
detection center in the last nine years, almost 10,000 
were discovered to have a hitherto undiagnosed ail- 
ment. The patient’s family physician was notified. 
Disabilities included heart disease, diabetes, anemia, 
tuberculosis. Only 3,250 persons were pronounced in 
good health. Only 44 were found to have cancer, while 
almost 1,300 demonstrated symptoms that should de- 
mand periodic observation. An important contribution 
of the center has been to educate thousands of persons 
in the need for regular, complete examinations to de- 
tect diseases early and safeguard public health by plac- 
ing contagious diseases under control.—Dr. Mat- 
coum L. Cotmer, physician in charge of the center, and 
Dr. Martin CHErxasky, hospital director. 
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Blood Platelet Production 


Q. Would you please inform me of the currently ac- 
cepted life cycle of a blood platelet ? 


A. Data obtained by a variety of techniques have 
yielded reasonably accurate information on the life 
span of the circulating blood platelet. When viable 
platelets are transfused into experimental animals or 
humans who have aplasia of the bone marrow, the 
platelets disappear in a linear fashion over four to six 
days. When platelets are labeled in vivo with di- 
isopropy! fluorophosphonate, a slightly longer sur- 
vival time has been observed. 

There is no direct evidence available for the time re- 
quired for mature megakaryocytes to be formed and 
produce platelets. Recent evidence suggests that four 
to six days is required also for this phase of the life 
cycle of the blood platelet. This is based on the obser- 
vation that when patients with megaloblastic anemia 
and associated thrombocytopenia are treated with spe- 
cific therapy, the platelet level increases rapidly in the 
circulating blood at about the fourth to sixth day. 

Therefore, although limited by currently available 
techniques, most investigators now consider that four 
to six days is required for platelets to be produced and 
another four to six days for them to be destroyed. 
These values undoubtedly vary from patient to pa- 
tient. In normals the rate of platelet production and 
destruction is different from that in many patients with 
thrombocytopenia. 


Fungous Infection of Fingernails 


Q. Ihave a patient who has had wha: looks like a fungous 
infection of the nails for several years. Some of the 
nails have been removed surgically at times that a 
paronychia was present. These nails, as well as some 


that were not removed, have been the site of fungus which 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


- Information Please 


has eroded the nail from the distal end toward the 
base. Various fungicidal ointments have been used 
without any effect. 


A. First it is often difficult to decide whether the nail 
plate changes are due to fungus, psoriasis or other 
systemic disturbances. Culture studies for fungi by a 
competent mycologist will help. Also the next time a 
nail plate is removed surgically, sections can be made 
and stained for fungous elements. 

If one is certain that a fungous infection is present, 
the nails are ground with a dental burr and then the 
fungicides are used repeatedly. Mycostatin is preferred 
for yeast infection. If the dental burrs are not available 
to prepare the nail plate, strong salicylic acid prepara- 
tions, potassium hydroxide or lithium bromide solu- 
tions may be used in conjunction with the supposed 
fungicide. Surgical removal, followed by immediate ap- 
plication of the fungicide, may help, but often the result 
is discouraging not only by recurrence but also because 
of permanent changes in the matrix. X-ray therapy is 
not recommended except by experienced therapists. 

Permanent ablation of the nails is done occasionally 
after the failure of more conservative methods. 


Use of Prednisolone in Ulcer Patient 


Q. If a patient who has rheumatoid arthritis which is 
controlled only by prednisolone develops a peptic ulcer 
that perforates, will he ever be able to use prednisolone 
again ? If not, what treatment might be used? (The 
patient is not controllable with salicylates or phenyl- 
butazone.) 


A. Once a peptic ulcer has perforated, and no gastric 
resection done, the long-term use of prednisolone or 
other similar steroids is certainly hazardous. Some- 
times, it is possible to use relatively small doses of such 
steroids in past ulcer patients if ulcer and antacid 
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therapy is given simultaneously, under close super- 
vision. In such situations, the use of these steroids is 
certainly to be avoided, except in emergencies. 

One cannot just recommend another pill or treatment 
for rheumatoid arthritis. So much depends on the stage 
of the disease, the amount of joint destruction, the de- 
gree of acuteness or chronicity, the patient’s age, and 
numerous other individual factors. It is fair to say that 
all patients with rheumatoid arthritis should first be 
treated with a full basic program, including adequate 
balance between rest and exercise, correction of anemia, 
diet and bowel management, proper splints and sup- 
ports to relieve spasm of painful muscles, together with 
faithful adherence to prescribed corrective and postural 
exercises. Additional elective measures may then be 
selected on an individual basis. 


Colostrum Test for Pregnancy 


Q. How dependable is the colostrum dermal test for 
pregnancy ? 


A. The colostrum dermal test for pregnancy has an 
accuracy rating of about 85 per cent. 


Tapeworm Infestation 


Q. I have a 65-year-old patient with diagnosis of pork 
tapeworm. Considering this man’s age and the toxic 
possibilities of Oleoresin aspidium, I have resorted to 
Caprokol Sulfasuxidine, chloroquine and finally 
Atabrine. 

Several doses of Atabrine seemed to stop the flow of 
segments for two to three weeks and then evidence of 
passage of segments occurred again. 

Have you any information as to any forms of treat- 
ment that might prove helpful, plus included refer- 


ences ? 


A. The writer prefers Atabrine in the treatment of tape- 
worm. Pork tapeworm is rare in this country and the 
segments should be reviewed to be sure this is pork 
tapeworm. Pork tapeworm may result in cysticercosis 
from self-infection. It is important therefore that pork 
tapeworm be treated promptly and adequately. 

The question indicates that Atabrine had been used 
for several doses. The doses are not specified. The 
routine for the use of Atabrine in tapeworm is distinctly 
different from that in other diseases. The writer gives a 
saline purge the night before treatment. This not only 
eliminates roughage so that the drug may get to the 
worm, but it also acts as a guide for the active purgation 
necessary following treatment. On the morning of treat- 
ment a cleansing saline enema is given. Then two of the 
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0.1 Gm. tablets of Atabrine are given every ten minutes 
until a total dose of 0.8 Gm. or 1.0 Gm. is reached, de- 
pending upon the size of the patient. Since the drug 
often produces nausea and vomiting in these doses. 
sodium bicarbonate may be added to the water when the 
medication is given. Two or four hours after administra- 
tion of the drug, the purge is repeated and its dose 
modified, if necessary, on the basis of the experience 
of the previous evening. Food is withheld on the 
morning of treatment until after a bowel movement is 
obtained. All stools are collected and the head of the 
worm is sought in the specimen. If the head is not 
obtained, the program should be repeated. 

The frequent failure of aspidium and the dangers en- 
tailed in its use have led us to discard it in the treatment 
of teniasis. 


Manifestations of Climacteric 


Q. A woman, 53 years of age, who ceased menstruating 
two years ago, now complains of “breaking out with 
severe sweats and becoming very warm and weak.” 
This occurs at irregular intervals during the day 
and is worse at night. Are these typical so-called “‘hot 
flashes” of the menopause? If the duration of such 
symptoms is self-limited and giving of estrogens is 
considered to prolong the duration of menopausal 
symptoms, should estrogens be given to relieve such 
symptoms, especially if the patient would rather not 
take them unless absolutely necessary ? 

Are such symptoms in a male of corresponding age 
considered part of the male climacteric ? 


A. The symptoms presented by this patient are com- 
patible with those of the menopause. The administra- 
tion of estrogens does not “prolong the duration of 
menopausal symptoms.” Estrogen in appropriate doses 
may completely relieve the symptoms. If after one or 
two years of administration, the estrogen is stopped, 
the menopausal symptoms may recur for a short time. 
If the estrogen therapy is continued for five to ten 
years and then stopped, the withdrawal symptoms may 
be considered as postponed rather than prolonged 
symptoms. 

If the patient is assured that the menopausal symp- 
toms are transitory phenomena, then it is her own 
choice as to whether or not she be given estrogen ther- 
apy. It should be considered as “absolutely necessary” 
only if she insists on relief. 

Similar symptoms of flashes, easy fatigability and 
unusual irritability are occasionally seen with the male 
climacteric. Whether it is the testosterone or the psy- 
chotherapy that gives the beneficial results is a matter 
of debate. 
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Special Features 


Entertainment Expenses ARE Deductible—Maybe 


BY MAC F. CAHAL, J.D. 


With income tax returns cleared away for another year, 
it is poor policy to forget about taxes until the next 
filing date. Now is the time to anticipate what deduc- 
tions can be claimed next year—and prepare to sub- 
stantiate them. Entertainment expenses can be deducted 
if they meet certain tests and if adequate records are kept 
during the year. This article explains what entertain- 
ment expenses can be deducted and tells how these items 
must be supported.—PuBLISHER 


EACH YEAR, as tax-paying time approaches, doctors are 
confronted with the question of what expenses they 
may deduct in establishing the net profit from their 
profession. The questions raised on Schedule C of 
Form 1040 (for computations of the net profit or loss 
from a business or profession) are subject to fairly 
precise answers with figures readily ascertainable from 
the physician’s books. But the confusing and com- 
plicated question of professional entertainment ex- 
penses is not so easy to ascertain. These are to be 
listed on Schedule C-2 and entered on Line 21. The 
total is deducted from gross profit and entered on Line 
8 of the first page of Form 1040. 

Can physicians deduct costs incurred for entertain- 
ment of medical colleagues and patients in figuring 
their net taxable income? Yes. But, in the event such 
deductions are challenged, they can be sustained only 
by proof consisting of satisfactory evidence. This means 
evidence satisfactory to the Bureau of Internal Revenue! 
The burden of proof is on the taxpayer. 

Are general practitioners subject to a different rule 
than are specialists regarding such expenses? No. Con- 
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trary to the belief expressed by a number of Academy 
members, general practitioners are in exactly the same 
position as specialists. This assumes, of course, that 
the facts and the evidence are equal. 

In an article appearing in a recent issue of a medical 
journal, the author states that, ‘‘New regulations have 
been issued from Washington which indicate that en- 
tertainment expense (for doctors) is to be ruled out 
entirely.” This is untrue. No new law on this subject 
has been passed, and no new regulations issued. The 
Internal Revenue Code of 1954 re-enacts without 
change in Section 162 the provisions of Section 23 (a) 
of the earlier 1939 Code. 

At the opposite extreme is a statement appearing in 
another journal, The author states that, ““When you 
join a club to cement your relations with people you 
believe will help you professionally, you can deduct 
your dues.” This categorical statement is too simple to 
be wholly true. . 

A great many doctors have had their income tax 
returns for previous years challenged during the cur- 
rent year for the simple reason that the Internal 
Revenue Bureau is checking the returns of all profes- 
sional persons more closely. Claimed deductions for 
entertainment expenses as a business cost have been 
disallowed in a large number of cases. On the other 
hand, many professional men have successfully proved 
that such items were a legitimate business expense. 

Self-employed professional persons are subject to 
the same rules of law in establishing their right to de- 
duct entertainment expenses. Typical of the contro- 
versies on this issue reaching the U.S. Tax Court is 
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Many professional men have successfully proved that entertainment 
items are a legitimcte business expense. However, the burden of proof 
is on the taxpayer to show that the purpose of the expenditure is 
primarily business rather than social or personal. 


one involving country club expenses claimed by an 
attorney as a business expense and therefore deductible 
under Code Section 23 (a) (1) (A). The court held 
that amounts were not deductible, because proof 
offered by the taxpayer did not show that “the pur- 
pose of the expenditure was primarily business rather 
than social or personal and that the business in which 
the taxpayer was engaged benefited thereby.” 

On the other hand, there are numerous decisions 
in which entertainment expenses by such professional 
people were allowed. Frequently, where the claimed 
deduction seems unreasonable, as in the case of total 
expenses at the club, the Bureau compromises by 
allowing a portion of the total as a business deduction. 
In a 1947 case, again involving an attorney, the Tax 
Court disallowed club dues at two different clubs 
as an expense, but did allow one-half the total house 
bills at both clubs because it found that the taxpayer 
actually used the clubs at least 50 per cent of the 
time for entertaining clients and other purposes “‘inci- 
dent to the practice of his profession.” 

Remember that each case is decided on its particular 
facts and merit. There is no categorical rule about 
what specific expenses may be deducted. 

The Internal Revenue Code of 1954 (Public Law 59) 
provides in Section 162 (a) that “all ordinary and 
necessary expenses incurred in carrying on any trade 
or business”’ may be deducted from gross income from 
a business or profession. To prove that entertainment 
expenses are directly related to professional activities 
and are both ordinary and reasonable is sometimes 
difficult for doctors. 

This is not to state that physicians cannot deduct 
legitimate entertainment expenses. But, to sustain 
them, they must show they are directly related to their 
professional practice, that the expenses are made in 
anticipation of increasing their professional income, 
and that such expenses are ordinary in the medical 
profession and necessary for maintenance of practice. 

Most physicians who have had claimed deductions 
disallowed failed to sustain them because they were 
unable to present adequate records to support the 
expenses. Even if a doctor can prove that expenses of 
this type are directly related to his professional prac- 
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tice and both ordinary and reasonable, he will not b« 
able to deduct such items from gross business income 
unless he can present adequate records to substantiate 
them. It is a good rule, in the case of entertainment 
expenses, therefore, to keep all cancelled checks and 
club statements. A record should be made, either in 
the taxpayer’s books or on the statements, showing 
who, where, when and how much. 

Where adequate records are not kept, the collector 
will estimate the portion properly allowable as a busi- 
ness expense. In arriving at the estimate he may be 
expected to follow the dictum of Judge Learned Hand, 
who stated in a 1930 decision of the U.S. Circuit 
Court of Appeals, that, “Absolute certainty in such 
matters is usually impossible and is not necessary ; the 
Board should make as close an approximation as it can, 
bearing heavily if it chooses, upon the taxpayer, whose 
inexactitude is of his own making.” 

On the basis of cases decided by the Tax Court, one 
final and important test must be met. The physician 
must be able to convince the collector that the expense 
was made in reasonable anticipation of professional 
benefit. He must present proof as to the original pur- 
pose in taking out a club membership and the extent to 
which the membership is used for business purposes. 

As stated above, all entertainment expenses, in- 
cluding expenditures for gifts in the form of flowers, 
liquor or other presents, may be deductible if they 
meet proper tests. In all such cases, the taxpayer must 
be able to furnish clear evidence that the expenditures 
were for professional purposes rather than for purely 
personal purposes. Moreover, the Internal Revenue 
Service has been taking the position that deductible 
entertainment expenses include only the portion of 
such expense which was applicable to the guest. 

Since it is so very difficult to draw the line between 
expenses which were for professional purposes and 
those which were for personal reasons, these deduc- 
tions are subject to particularly close scrutiny. 

The best way to sustain a deduction for entertain- 
ment expenses is to be able to show that such expendi- 
tures actually resulted in benefit to your practice. If, 
for instance, a general practitioner can show that he 
entertained a specialist who subsequently referred to 
him a patient who needed the services of a family 
doctor, he has a practically iron-clad case. At the other 
extreme, is the case where a general practitioner has 
claimed deduction for expenses incurred in entertain- 
ing a person or a group of individuals who could not 
conceivably have rendered any service to him which 
might have increased his income. 

The most important rule of all to follow, is to keep 
accurate records with adequate explanations of every 
claimed deduction. 
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BREAKING 
THE DOCTOR-PRESS 
BARRIER 


BY LOIS LAMME 


‘A NOTABLE FEATURE of the new relationship between 
medicine and the press is that as doctors become in- 
creasingly cooperative with the press, newsmen are be- 
coming more conservative.” (Newsweek, May 30, 1955) 

“The generally good performance on the Salk story 
climaxed a long and painful evolutionary process in 
coverage of medical news,” the magazine reported. 

During the past ten years, medical reporting has 
made great strides. The medical profession seems in- 
creasingly willing to cooperate with the fourth estate. 
However, as all doctors know, classic journalistic in- 
discretions persist and many doctors still look upon 
the press as at best a necessary evil. There is still much 
room for improvement of doctor-press relations. 

Physicians have a right to blame newspapers that 
sensationalize medical news; however, as the Newsweek 
article reveals, the key to the solution of the problem is 
COOPERATION—not isolation or resentment. 

The average doctor meets more reporters than his 
physician father. Also, the increasing amount of medi- 
cal news in all news media reflects the strong public 
desire for knowledge of medical progress and achieve- 
ments. 

Many physicians have learned to appreciate this in- 
tense public interest in health—and to take advantage 
of it. They realize that people should be kept abreast of 
important developments in medicine. Everyone has a 
real and personal stake in these developments. 

One of medicine’s great problems is the unjust criti- 
cism it has received in many quarters. Physicians can 
do much to counteract this trend by furnishing mate- 
rial on new and interesting medical subjects. This will 
discourage overzealous lay writers and promote the 
confidence and friendship of patients and the public. 
Today’s patient wants to know what is going on in the 
laboratories. In short, the medical profession needs the 
good will of the press. 

It’s difficult to appreciate another person’s job. 
However, it is essential for doctors and newsmen to 
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know each other better. When doctors blame the press 
for irresponsible reporting, they should remember 
that papers are often released or published premature- 
ly. The papers encourage false hopes. Despite subse- 
quent denials, an incautious word means trouble. 

An increasing number of trained science writers 
understand their scientific and journalistic responsi- 
bilities. Most of the current medical writing is accu- 
rate. Very few reporters want to jeopardize the doctor- 
patient relationship or violate the confidence, privacy 
or legal rights of the patient. They also don’t expect 
doctors to hang up when they call. They simply want 
concise, accurate answers. 

Newspaper managers recognize the value of full-time 
science writers. The wire services have skilled report- 
ers who can report nearly any type of medical story. 
Although the smaller newspapers cannot afford to hire 
personnel solely to report medical news, they usually 
have one or two good reporters who can do a credit- 
able job—given the time and cooperation. 

The conscientious reporter will permit doctors to 
check the accuracy and statements of fact in highly 
technical copy. Some doctors, however, also want to 
make editorial corrections. These doctors would be 
highly indignant if a reporter told them how to do an 
appendectomy. 

Newsmen are trained to know what makes news. 
However, it’s much more difficult to determine what 
makes “legitimate” medical news. Even doctors don’t 
think alike on this problem. However, physicians and 
newsmen can help solve the problem for individual 
stories if they will consider together: “What will the 
consequences of the story be?” “Is this news good for 
the patients and the public?” 

In regard to medical ethics, there should be no ob- 
jection to legitimate news articles in which a physician 
is concerned if the articles arise in natural course and 
are not encouraged or solicited by the doctor. 

If there are valid reasons why certain information 
can’t be released, the reporter should know these rea- 
sons. Journalism has high ethics and most reporters 
will respect the doctor’s confidence. 

Many of the state and county medical societies 
throughout the country have adopted Codes of Co- 
operation which set forth a workable policy on medical 
news. These codes, when drafted cooperatively with 
the press, are proving helpful to local publicity com- 
mittees. Individual doctors and medical researchers can 
call upon these committees for help in working out 
publicity problems. 

Newspapers, magazines, radio and television will 
continue to report on medical subjects. Doctors have 
much to gain by cooperating with these media in the 
timely release of trustworthy news. 
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‘Disability Freeze’ Clarified 


MANY GENERAL PRACTITIONERS undoubtedly are being 
called upon to submit reports for patients under the 
“disability freeze” provision appended to the Social 
Security Act last January. 

A national medical advisory committee counsels the 
Bureau of Old-Age and Survivors Insurance on medical 
aspects of the “‘freeze.”” Academy member Charles L. 
Farrell, m.p., Pawtucket, R.I., a member of the com- 
mittee, recently explained the operations of the new 
provision. 

“The role of the attending or examining physician 
in submitting medical reports is of paramount im- 
portance to the program,” he said. “By submitting 
accurate, specific reports, the physician can render 
assistance to the applicant and at the same time facilitate 
fair and proper disposition of the claim.” 

The disability freeze makes no provision for cash 
benefits during a period of disability. It merely permits 
a qualified individual to maintain his old-age and sur- 
vivors insurance (OASI) rights during extended peri- 
ods when he is totally disabled. The period of disability 
will not be subtracted in determining eligibility to re- 
ceive benefits later. This period of disability also will 
not affect the average monthly earnings on which 
benefits are based. 

Medical and vocational evidence is evaluated in each 
state by a vocational rehabilitation or other agency 
designated by the state, under agreements made be- 
tween the states and the Secretary of Health, Educa- 
tion and Welfare. The Bureau of Old-Age and Sur- 
vivors Insurance is responsible for making determina- 
tions in cases not covered by state agreements. 

**Determinations of disability are made with a ‘team’ 
approach—..e., by a physician and a qualified counselor 
or lay person skilled in evaluating the effects of impair- 
ments on ability to work,” Dr. Farrell explained. “In 
many states the physician member of the ‘review’ team 
is in private practice and serves as a consultant to the 
state agency for purposes of making freeze decisions.” 

Medical reports are normally submitted directly to 
the Social Security Administration for transmittal to 
the state agency making the determination, rather than 
through the applicant. The report form calls for per- 
tinent history, clinical findings and diagnoses. Cur- 
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rently, the medical advisory committee is altering th: 
report form to make it more specific and more under- 
standable to doctors. As amended, the form will ap- 
proximate that approved by the National Claims 
Association for use by insurance companies writing 
disability benefits coverage. 

*One of the problems considered by the advisory 
committee,” Dr. Farrell said, “relates to the responsi- 
bility placed on the applicant by law to furnish proof 
of his disability.” The applicant must secure a current 
medical report from his own physician or from another 
medical source, hospital, clinic or agency, based upon 
an existing medical record or current examination. In 
some cases, there will be need for additional medical 
information, and occasionally, an additional examina- 
tion. The “review team” will advise the applicant that 
he must secure these. 

If the initial medical report from the applicant’s 
physician fails to establish the severity of the impair- 
ment, the physician in the administering agency may 
write directly to the physician for additional data. 

“It is believed that this approach will preserve the 
doctor-patient relationship,” Dr. Farrell explained. 

If the necessary information cannot be provided by 
the attending physician without a further examination, 
the applicant will need to be informed. He will be 
responsible for any fee charges, since it is part of his 
own responsibility to prove his disability. A medical 
examination at the expense of the government may be 
authorized only in the exceptional case where the re- 
view physician believes further verification is necessary 
to prevent an improper award. 

The Medical Advisory Committee represents the 
different specialties, including general practice, and 
different geographic portions of the country. Briefly, 
according to Dr. Farrell, the purposes of the committee 
are: 

1. To provide technical advice and consultation re- 
garding medical aspects of the administration of the 
freeze provision. 

2. To promote mutual understanding and effective 
working relationships among the Social Security Ad- 
ministration, cooperating state agencies, and phy- 
sicians generally. 

3. To provide professional guidance in formulating 
medical guides and standards for evaluating disability. 

In agreeing to serve on the committee, the members 
affirmed their understanding that the freeze would not 
include any type of state or governmental treatment 
other than that now existing. 

Dr. J. Duffy Hancock, of Louisville, chairman of the 
committee, recently expressed gratification with “prog- 
ress in its implementation, which has been achieved 
by state agencies and Washington.” 
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Surgery of the Ambulatory Patient. 3rd ed. By L. K. Ferguson, M.D. 
Pp. 866. Price, $12.00. J. B. Lippincott Co., Philadelphia, 1955. 


THE NEW THIRD EDITION OF Surgery of the Ambulatory 
Patient is a surgical reference. The opening chapters are 
filled with warnings on the limitations of ambulatory sur- 
gery. Procedures that are safe office surgery and do not 
require hospitalization are described. Illustrations and dia- 
grams are excellent. 

The volume gives fine interpretation of inflammatory 
processes, their diagnosis and treatment with antibiotics. 
The author’s view of penicillin as a surgical adjunct is 
too liberal, in this reviewer’s opinion. 

Local anesthesia is fully discussed, with diagrammatic 
sketches. Division of the book into surgical principles, 
lesions, regional surgery and the musculoskeletal system 
allows for ready reference and good use by general prac- 
titioners. —L. E. m.p. 


Neurochemistry. Edited by K. A. C. Elliott, Ph. D., Irvine H. Page, 
M.D. and J. H. Quastel, Ph.D. Pp. 900. Price, $19.50. Charles 
C Thomas, Springfield, Ill., 1955. 

Tuis Is a voluminous text on a highly complex subject and 

the authors have included contributions from many work- 

ers in related fields. Much of the subject matter is quite 
technical and would seem to be of no great interest to the 
general practitioner. 

However, the chapter on “Intracranial Fluids” and 
“Blood Flow and Metabolism of the Human Brain in 
Health and Disease” are of much practical import and 
value to anyone concerned with clinical intracranial prob- 
lems. This book would be of value to the general prac- 
titioner as a reference text in a general medical library. 

—Dona tp F. Cosurn, M.D. 


Backache in Women. By E. Schleyer-Saunders, M.D. Pp. 80. John 
Wright & Sons, Ltd., Bristol, England, 1955. 

To wuer the physician’s appetite for accurate medical in- 

formation, let me quote a section from this small book. In 

this reviewer’s opinion, it is one of the best descriptions of 

disk lesions ever encountered—and, to paraphrase Oliver 


Goldsmith, as you read, “your wonder grows that one 
small book could hold all this one knows!” 
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“Lesions of the intervertebral disk causing backache 
appear under the name of ‘slipped disk’, “herniation of the 
nucleus pulposus’, ‘disk protrusion’, ‘disk prolapse’ and 
‘disk syndromes.’ All these terms do not conform with the 
real facts of the condition but express different stages and 
forms of the lesion. The most misleading name is ‘slipped 
disk’, although it is the one most used by lay people. Disk 
protrusion signifies protrusion of part of the disk; hernia- 
tion of nucleus pulposus indicates protrusion of part of 
the nucleus through an incomplete tear of the annulus 
fibrosus ; disk prolapse is a protrusion of part of the nucleus 
pulposus through a complete tear of the annulus fibrosus. 

The name ‘slipped disk’ or ‘disk lesion’ may give the 
impression that it is always caused by trauma, although 
the real traumatic factor is, in most cases, only secondary 
to primary changes in the disk. The better term would be 
‘disk protrusion.’ They are found more commonly in fe- 
males than in males.” 

You will read this book over and over again and will 
keep it within arm’s reach at all times. The author, a Brit- 
ish gynecologist, became interested in backaches after a 
personal back injury. Every sentence is important, and the 
book’s information can be applied daily. Here is a book 
that every general practitioner should own because it is 
authoritative, practical, easy to absorb. The illustrations, 
although few and diagrammatic, are excellent and illumi- 
nating. Many interesting case reports are so well done that 
they approach a live clinic in their teaching quality. Get 
the book and read it. It is recommended because of its 
new, unusual and easy approach to the very common prob- 
lem of backache in women. It is because many physicians 
improperly diagnose and treat back conditions that patients 
often seek aid from chiropractors and osteopaths. 

—Aaron H. Hortanp, 


The Spine, Radiological Text and Atlas. By Bernard S. Epstein, M.D. 

Pp. 539. Price, $16.50. Lea @ Febiger, Philadelphia, 1955. 
INDUSTRIAL FACTORS, accidental injuries, congenital systemic 
and occupational diseases which affect the spine have 
directed increased attention to this vital structure. Dr. 
Epstein’s book is unique. Whereas it fulfills a very defi- 
nite need in the medical literature on the subject, it is 
adapted for use of both specialist and general practitioner. 
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The only other book exclusively devoted to the spine and 
generally available is A. W. George’s The Vertebrae, 
Roentgenologically Considered, which was published in 1929. 
Certainly, modifications and changes in nomenclature alone 
warrant a more recent volume. 

The table of contents is especially well organized and 
particularly valuable for the general practitioner. A careful 
study will make it a useful guide to the techniques and in- 
formation contained in the book. This may be augmented 
by judicious use of the index. The book is divided into ten 
chapters which deal in logical order with the normal spine, 
its malformations, traumas and diseases. 

The book is both well written and well illustrated with 
photographs and excellent roentgenograms captioned in 
detail and carrying identifications of special points of inter- 
est. One of the author’s important statements is in the 
preface and can well be quoted here for emphasis: “It 
should not be left to a technician’s judgment alone to de- 
cide which views are required. The radiologist must assume 
the obligation of planning the study as well as responsibil- 
ity of the diagnosis.” —W. Wa tter Wasson, M.D. 


Medical Problems of Old Age. By A. NV. Exton-Smith, M.D. Pp. 
331. Price, $7.00. Williams e Wilkins Co., Baltimore, 1955. 


Tuis interestingly written and attractive volume is easily 
readable, and packed with valuable information which only 
one who has had great experience could write so concisely. 
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After first making the proper distinction between senes. 
cence and senility, the author has written a superb chapter 
on history taking on the aged patient. The brief paragraphs 
on social relationships and loneliness are worthy of speciai 
mention, as are the chapters on rehabilitation. Adminis- 
trators of nursing homes could read these with benefit. I: 
the present-day confusion about treatment and care of the 
cardiac patient, the author, in his chapters on disorders 
of the cardiovascular system, has presented a thorough 
and easily usable routine for such care in the aged. 

He seems to believe, like many others, that myxedema is 
the only form of hypothyroidism, and that the use of thy- 
roid extract in the aged is a dangerous therapy. With both 
of these opinions I disagree. He also considers cinchophen 
a dangerous drug. Continued careful and extensive usage 
of this drug proves this opinion erroneous. One looks for 
a discussion of stress incontinence in this otherwise in- 
clusive treatise on the care of the aged; its frequent occur- 
rence in the aged merits comment in a book of this type. 

Nevertheless, this small, easily readable volume is espe- 
cially valuable to the general practitioner, who, after all, 
takes care of the great percentage of old people, and who 
knows by experience that the rough-and-ready therapeutic 
and surgical procedures used in the young adult cannot 
be easily applied to the old. 

There is a great need for better medical care of the aged. 
After all, we'll be there soon. As George Bernard Shaw 
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said, “Youth—such a wonderful thing! What a pity to 
waste it on young people.” 
—Epwarp H. HaAsHINGER, M.D. 


Atopic Dermatitis. Edited by Rudolf L. Baer, M.D. Pp. 112. Price, 
$2.50. J. B. Lippincott Co., Philadelphia, 1955. 


THIS POCKET EDITION OF Afofic Dermatitis was edited by 
Dr. Baer with contributions from Drs. Marion B. Sulz- 
berger, Robert R. Kierland, A. Rostenberg, Jr., Thomas 
H. Sternberg and Victor D. Newcomer, It is a fairly well- 
illustrated book, written chiefly for busy dermatologists, 
but of considerable interest to general practitioners con- 
cerned with the allergy field. The differential diagnosis is 
excellent, and suggestions as to treatment sound. 

The book is easily read, although the type is-small. It is 
well indexed and carries a fine bibliography. 

—J. P. SanpeERs, M.D. 


Cardiac Diagnosis. By Robert F. Rushmer, M.D. Pp. 447. Price, 
$11.50. W. B. Saunders Co., Philadelphia, 1955. 
To Borrow from the preface: ‘This book represents an 
approach to cardiac diagnosis based on the function and 
control of the heart under normal and abnormal condi- 
tions, emphasizing the mechanisms by which disease proc- 
esses produce various signs and symptoms.” 
This is one of the most fascinating medical texts that 
this reviewer has ever read. It is like returning to medical 
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school and having basic science concepts unfold the causes 
of disease. 

The numerous illustrations, with many schematic draw- 
ings, are clear and helpful in providing “visual images of 
physiologic and pathologic mechanisms.” The legends 
make these illustrations complete in themselves. 

Cardiac Diagnosis—A Physiologic Approach should be en- 
joyed by every doctor of medicine, be he neophyte or pro- 
fessor emeritus. —Joun F. Mosuer, m.v. 


The Back and Its Disk Syndromes. 2nd ed. By Philip Lewin, M.D. 
Pp. 942. Price, $18.50. Lea e Febiger, Philadelphia, 1955. 
THE MAN DOING general practice will find that complaints 
of back pain are frequent. Whether the back condition is 
industrial, traumatic, organic or functional, the utmost 

professional skill in diagnosis and therapy is required. 

The family doctor sees these cases first, and he can, in 
most instances, make the diagnosis. Dr. Lewin has corre- 
lated the facts, evaluated the theories and crystallized the 
concepts and misconceptions concerning diagnosis and 
treatment of back pain from 1915 to 1953. In this one vol- 
ume he has collected a wealth of valuable information. 

This book does not limit itself to the purely orthopedic 
aspect of back pain, but treats the subject from its neuro- 
logic, neuropsychiatric, neurosurgical and roentgenologic 
aspects as well. Dr. Lewin covers very adequately the phys- 
ical examination and diagnostic physical tests involved in 
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examination of the back. His diagnostic charts are excep- 
tionally good. 

If the family doctor places himself in the position of 
handling industrial cases, either by choice or of necessity, 
this book would aid him in developing a high grade of 
diagnostic skill. I am particularly impressed by the section 

| on the medicolegal aspects of back disorders. The author 
has been assisted in the preparation of this book by experts 
. in various fields. In particular, the discussions on estima- 
. tion of back disability with appropriate charts might tend 
to bring order out of chaos. 
. This reviewer finds this one of the most valuable books 
| in his library. We must remember that at no time is a 
doctor on exhibit to a greater extent than when he is on 
the witness stand. He will be able to combine the informa- 
tion in this book with his own diagnostic skill and make a 
good witness. —Anprew S. Toms, M.D. 


Of Research People. By George E. Burch, M.D. Pp. 56. Price, $3.00. 
Grune ¢ Stratton, New York, 1955. 


Tuts ts the presidental address delivered before the South- 
i ern Society for Clinical Research in January, 1955. It has 
been published in book form for the edification and delight 
of readers, whoever they may be, so long as they are re- 
motely connected with medicine. 
3 The words of the address are the product of many hours 
oo of thought on the part of Dr. Burch, who is himself an 


able investigator, and, if they should seem a little unyield- 
ing, this is a reflection of the height of Dr. Burch’s ideals 
and the strength of his conviction that these ideals are 
worth striving for. The drawings add spice and not a few 
chuckles to the forthright narrative. 

The book is recommended for a delightful and instruc- 
tive hour’s reading and then for lending to your colleagues. 

—Harry F. Downe, 


Surgery of the Stomach and Duodenum. 2nd ed. By Claude E. 
Welch, M.D., Pp. 370. Price, $9.00. Year Book Publishers, 
Inc., Chicago, 1955. 

Tuis ts an excellent handbook for easy reference adapted 

to practitioners and surgical specialists alike. Based upon 

clear drawings that comprise 79 pages of the book are 
brief but informative descriptions of surgical techniques, 
covering all operations commonly performed on the stom- 
ach and duodenum. When two or more methods are com- 
monly employed, all are described and the author’s prefer- 
ence stated. A small book, easy to carry, it contains all the 
information that a capable surgeon might need for opera- 
tive surgery in the areas described. In addition to proce- 

dures involving the stomach and duodenum themselves, a 

chapter on hiatus hernia has been included. 

Of special interest to students is a section on the history 
of gastric surgery and another on pre- and postoperative 
care. Problems of gastric surgery such as the management 
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of the duodenal stump, and treatment of such compli- 
cations as perforation of the duodenal suture line, stomal 
obstruction and subdiaphragmatic abscess are discussed. 

In general this book describes the operative techniques 
to be followed in gastroduodenal surgery, and brings the 
patient and surgeon safely through the pre- and postoper- 
ative periods to the stage of rehabilitation. 

S.:McCung, M.D. 


The Cornea. By Charles C Thomas, M.D. Pp. 1318. Price, $30.00. 
Charles C Thomas, Spring field, Ill., 1955. 


From an ophthalmologic point of view this book can be 
highly recommended. Considering its prodigious size and 
the limited subject matter, it is surprising to find that most 
aspects of the subject are rather cursorily covered. The 
work appears to be nearly all inclusive, but the treatment 
is by no means exhaustive. For this reason the book makes 
a better textbook than a reference book, as is the author’s 
stated intention. The list of references, however, is excel- 
lent, and the interested student will find this book a good 
guide to the literature. 

The format of the book is beyond reproach, the organi- 
zation excellent, and the photography and drawings very 
good, indeed. The print is large, and the text is written in 
an easy style, which makes reading a pleasure. The book 
can be highly recommended for practicing ophthalmolo- 
gists and students of ophthalmology. 


Of course a book of this sort has only limited usefulness 
for the general practitioner. Most of the subjects are cov- 
ered in more concise form in smaller ophthalmologic text 
books. Moreover, if more detailed information is needed, 
the subject matter may be found to be inadequately cov- 
ered. The list of references, however, would prove a useful 
guide. —LawreENcE T. Post, JR., M.D. 


Doctor and Patient. By Desmond O’ Neill, M.D. Pp. 197. Price, $5.00. 
J. B. Lippincott Co., Philadelphia, 1955. 


THIS INTERESTING pocket volume was originally published 
in England under the title, A Psychosomatic Approach to 
Medicine, probably a more revealing name than the Amer- 
ican edition’s Doctor and Patient. The word psychosomatic 
has been so overdone in American literature that the pub- 
lishers may have feared it. 

The book is concerned with somatic manifestations of 
emotional stress, and treatment for them. Because the book 
was written for British doctors, it varies somewhat from the 
American approach, but this adds a freshness of viewpoint 
that, rather than confusing the reader, seems to simplify 
and clarify the subject matter. This may be because the 
book is devoid of many clichés that have come to lose mean- 
ing for us. The author is not wedded to the notion that all 
abdominal pain, all amenorrhea, constipation or dysmenor- 
rhea have a psychologic or emotional basis. He does seem 
to be able to differentiate those cases based on psychologic 
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@ Blasting a time honored concept, 
a British psychiatrist reports that 
convicted murderers sleep well before 
execution — averaging 7% hours 

each night. 


@ According to Freud, before falling 
asleep, a person must actively wish for 
sleep. But, anxiety commonly interferes 
with this wish. 


@ Brain waves may correspond with 
the depth of sleep as follows: 1. alpha— 
waking state; 2. alpha plus delta—light 
sleep; 3. delta—deep sleep; 4. null— 
light sleep; 5. intermittent alpha—very 
light sleep; 6. alpha—wakefulness. 


@ Dreams probably occur just before 
waking or during light sleep —not during 
deep sleep. Persons from 20 to 25 
years old do the most dreaming. 


@ During exciting dreams, the blood 
pressure may be above waking levels. 


@ With new Lotusate® tne patient 


has a good morning as well as a good 
night. Lotusate brings sleep in from 
15 to 30 minutes. Its action holds for 
6 to 8 hours. Different in color, size, 
shape, Lotusate appeals to the 
“sleeping-pill” weary. 
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or emotional problems from those that are physical, anc 
he carries the symptomatology through all the major organ 
systems, including the skin. The author also includes 
general symptoms such as undereating, overeating, vomit- 
ing, etc. 

The short chapter on therapy of stress disorders seems 
to this reviewer to be exceptionally well organized and val- 
uable both for those approaching this area for the first 
time and for those who have read considerably on it but 
who still feel the need of a simple framework within which 
to organize their knowledge. 

The book is therefore heartily recommended to the gen- 
eral physician’s attention. —Stantey R. TRUMAN, M.D. 


Hypotension: Shock and Cardiocirculatory Failure. By Paul G. Weil, 
M.D. Pp. 78. Price, $2.25. J. B. Lippincott Co., Philadelphia, 
1955. 

THIS SMALL BOOK has brought together in a concise, com- 

pact form, the present knowledge concerning the various 

causes, results, and treatment of hypotension. 
The subject matter is presented in almost an outline 
form, making it easy to read and understand. 
Recognition of the signs of the mechanism causing the 
hypotension, with its appropriate treatment, is particularly 
stressed. This book is a valuable addition to the general 
practitioner’s library. —wW. C. Finn, M.D. 


Histamine. Its Role in Anaphylaxis and Allergy. By M. Rocha e Silva, 
M.D. Pp. 248. Price, $7.50. Charles C Thomas, Springfield, 
Til., 1955. 

ANYONE ACQUAINTED with the ‘American Lecture Series’’ 

of monographs published by Charles C Thomas has come 

to expect units in this series to represent authoritative cov- 
erage of various topics by outstanding research persons. 

Dr. Rocha e Silva’s contribution to the literature on hista- 

mine carries on in this proud tradition. 

As the title indicates, this book explores the role of hista- 
mine in anaphylaxis and allergy, beginning with the 
isolation and synthesis of the substance, its physical and 
chemical properties and a rather detailed account of the 
experimental work which has elucidated its pharmacologic 
actions. 

Subsequent sections of the monograph discuss the liber- 
ation of histamine in physiologic and pathologic condi- 
tions, its metabolism, a definition of its role in anaphylaxis 
and allergy, and pharmacologic agents which inhibit hista- 
mine effects. 

One should be warned that this work is no mere clinical 
résumé of histamine and antihistaminics, but a serious re- 
view of the experimental work which has been done in the 
field and a synthesis of the subject from the viewpoint of 
the experimentalist. This is not to say that the book is of 
small practical value, for such monographs are ultimately 
of the greatest practical significance, and no general prac- 
titioner could fail to learn much from its serious study. 
One doubts, however, that many men in clinical practice 
—even those in the clinical practice of allergy—will be 
willing to devote the necessary time and study to this book. 
On the other hand, anyone with a deep interest in physi- 
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ology, pharmacology or immunology will find this work 
extremely interesting and valuabie. —J. D. Risinc, M.D. 


of Regional Anesthesia. By Daniel C. Moore, M.D. 
Pp. 291. Price, $10.50. Charles C Thomas, Springfield, ill., 
1955. 


A new, fresh and up-to-date book written by one of the 
’ outstanding exponents of good regional anesthesia is this 
volume by Dr. Moore. The book describes the etiology, 
signs and symptoms, and treatment of the complications of 
regional block, so that deaths from toxic reactions or total 
spinal blocks may be avoided, serious neurologic complica- 
tions understood and avoided, and less serious but trouble- 
some complications such as headaches, hypotension, etc., 
corrected. The book makes readily available essential ma- 
terial which is often difficult to find when urgently needed. 

Various chapters discuss specific complications such as 
systemic toxic reactions, pneumothorax, urinary retention, 
etc. The appendix lists specific blocks and then enumerates 
and gives page references to the complications of this block 
technique. References at the end of each chapter are com- 
plete and serve to broaden the scope of this concisely 
written book. 

Every physician using a regional block technique is ob- 
ligated to be fully aware of the inherent dangers and 
effective treatment of complications that could ensue. This 
book presents this necessary information in a practical and 
explicit manner. —Cuartes H. Waite, M.D. 


Also Received .. . 


Although GP endeavors to publish as many reviews of books 

as possible, space will not permit review of all books received 

from publishers. 

The Blood-Brain Barrier. By Louis Bakay, M.D. Pp. 154. Price, 
$5.50. Charles C Thomas, Springfield, Ill., 1956. 
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further hold down bulk. 
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importance of the psychosomatic aspects of gyne- 
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Greetings 
from the President 


4. S. DeTar, M.D. 


WHEN ForMER President John R. Fowler, on March 21, 
charged me with the responsibility of representing the 
American Academy of General Practice as its president 
for the coming year, I experienced mixed feelings of 
jubilation and inadequacy; jubilation because of the 
fast approaching renaissance of the general practice of 
medicine, and inadequacy because so much of our work 
in the re-establishment of general medicine remains to 
be done. 

The rehabilitation of the generalist, fostered by the 
Academy during the past eight years, reached its 
zenith on December 1, 1955, when the American Med- 
ical Association House of Delegates voiced in no un- 
certain terms the support of the entire medical pro- 
fession for the development of renewed accent on the 
education of students, interns and residents for the 
general practice of medicine, and for the protection of 
the generalist in his hospital relationships. 

While it is possible that this progress might have 
been achieved in the absence of a virile Academy, it is 
doubtful. Sufficient credit cannot be accorded to Pres- 
ident Fowler and Board Chairman Malcom E. Phelps 
for noteworthy achievement during the past year under 
their capable leadership. 

Establishment by the AMA of a continuing Com- 
mittee on Medical Practices provides a direct line of 
communication to the AMA House of Delegates. Di- 
rection to this committee to “utilize all possible means 
to stimulate the formation of a department of general 
practice in each medical school” places on every state 
chapter a heavy responsibility to assist in the formation 
of such a department, and to cooperate in its func- 
tioning. 
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Statement of approval by the AMA of “medical 
school teaching programs which afford the medica! 
student opportunity for experience in the general prac- 
tice of medicine” further defines that responsibility by 
Academy members, including the field of preceptorship 
in general practice. , 

When the AMA directed its committee to “use its 
full influence to discourage arbitrary restrictions by 
hospitals against general practitioners as a group or as 
individuals,” the first step was taken to stop a growing 
menace to good medical care. 

Then, when the AMA directed its representatives 
on the Joint Commission on Accreditation of Hospitals 
to “stimulate action by that body leading to the warn- 
ing, provisional accreditation, or removal of accredita- 
tion of community or general hospitals which exclude 
or arbitrarily restrict hospital privileges for generalists 
as a class regardless of the individual professional com- 
petence, after appeal to the commission by the county 
medical society concerned,” the modus operandi for 
redress was given final official sanction. 

Without doubt, the Academy and its local chapters 
must be alert to convert these official attitudes of the 
AMA into improvement of conditions of hospital prac- 
tice for America’s family physicians. Aggressiveness 
must be tempered by close observation of the precepts 
laid down in the Academy’s ‘‘Manual on General Prac- 
tice Departments in Hospitals.” Privilege must be de- 
manded only in accordance with demonstrated pro- 
fessional ability. The Academy has never held a brief 
for unlimited surgical privilege for the incompetent. 
We must not be drawn into an untenable position by 
members or by non-members who would utilize newly- 
won recognition in high medical places for unwar- 
ranted personal privilege. We must stand on the firm 
ground of the validity of judgment of our confreres in 
hospital staff organization in determining privilege. 

It is interesting that more than 75 per cent of the 
AMA House members voting unanimously for the De- 
cember 1 Bill of Rights were specialists. 

Nothing is impossible, as December 1 demonstrated. 
However, in this country, revolutions are not accom- 
plished overnight. Appeal through the county medical 
society should be utilized only after all other means 
have been attempted and their effectiveness exhausted. 

The Academy stands in a strong and dynamic posi- 
tion. We are in a position to accomplish much for our 
members. If we utilize this strength and this position 
to contribute to the constant improvement of compre- 
hensive medical care, we shall continue to prosper. 

With our vision focused on what is good for the pa- 
tient, as well as what is good for the generalist, we shall 
continue our upward climb during 1956 and 1957. To 
this ideal I pledge my term as president. 
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News 


AAGP Representatives Lead Off Hearings on Cash Disability Bill 


Anderson, Robins and Cahal Give Academy 
Views at Senate Hearing in Washington 


On Fesruary 9, three Academy representatives led the 
medical profession’s Senate Finance Committee testi- 
mony on HR 7225, the controversial House-passed bill 
that provided cash OASI disability benefits for perman- 
ently and totally disabled participants who have reach- 
ed age 50. 

Statements were presented by Dr. Cyrus W. Ander- 
son, immediate past chairman of the Commission on 
Legislation and Public Policy; Dr. R. B. Robins, a past 
president of the Academy and a former chairman of the 
commission ; and Mac F. Cahal, the Academy’s execu- 
tive secretary and general counsel. Their statements 
follow. Organized medicine’s opposition to the social 
welfare bill is based on its actuarial unsoundness, the 
premium it places on malignering, and unfair demands 
on the medical profession. 


Statement presented by Dr. Cyrus W. Anderson: 


Mr. Chairman, members of the committee: 

I am Dr. Cyrus W. Anderson and I represent the 
American Academy of General Practice and its more 
than 20,000 family doctor members. I also represent 
myself, Cy Anderson, a practicing physician from 
Denver, Colo. Yesterday, I helped another Denver doc- 
tor do an emergency appendectomy. I represent him, 
too. Talso represent a rural area colleague who practices 
in a small town 30 miles from Denver. 

Our job as doctors is to cure sick people. We have an 
ethical and moral obligation to keep this nation healthy. 
When we leave our practices and patients to come here 
‘ov Washington, it is because we honestly feel that our 
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knowledge and experience may be of value in shaping 
legislation. We also know that your decisions and 
recommendations can be as important as the skilled use 
of a scalpel or a million units of the newest broad-spec- 
trum antibiotic. 

I welcome this opportunity to be heard. Until these 
hearings, no one has had much chance to express his 
opinion of HR 7225. 

For years, gentlemen, I have tried to teach my pa- 
tients the importance of periodic physical examinations. 


The Capitol of the United States 


Includes Senate wing where proposed health and welfare legisla- 
tion is debated. 
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1 have told them why they should have a thorough 
check-up at least once a year. Usually, I find nothing 
wrong. But when the patient leaves my office, both of us 
have the satisfaction and peace of mind that goes with 
knowing that on that particular day at least he is in 
reasonably good health. 

Before we tack on more amendments to the Social 
Security Act, it would seem a good idea to review its 
history, diagnose its condition, prepare a reasonably 
accurate prognosis, and institute or change treatment if 
necessary, and I might add, review the progress of 
other cases. 

Experience is very important in my profession and to 
disregard the experience of other practitioners is indeed 
disastrous. We should learn by the mistakes of others. 
Your patient is the Social Security Act. Many other 
countries have had similar cases. All of them have the 
same symptoms. All of them holler for more medicine, 
for more relief and for more money. Is it not possible 
that more medicine, more sedative, more relief might be 
harmful rather than good? In most cases the original 
purpose and intent of the first dose was for temporary 
relief. In the practice of medicine we can’t cure drug ad- 
diction by increasing the dose every now and then. 

Prior to 1939, the Social Security Act made no pro- 
vision for survivors or dependents. Self-employed 
workers weren’t included. It wasn’t a very big shot and 
it didn’t make an appreciably large hole in individual 
net incomes, It didn’t cost too much. Today, far from 
taking care of only incomeless indigents, it’s more of an 
all-encompassing social welfare program. The cost 
pyramids with the size of the shot. 

The question as to how big the snowball’s going to 
get doesn’t come from any political minority or special 
interest group. Instead, it’s a question that’s being asked 
by almost everyone to whom several dollars a week 
makes a substantial difference. Are we really planning a 
cradle-to-the-grave social revolution? 

HR 7225 introduces an element of subjective deter- 
mination. Formerly, eligibility to receive benefits de- 
pended on easily measurable criteria. Records will show 
how old a participant is and how many dependents he 
has. Unfortunately, medical science has not reached the 
point of being able to unerringly state whether or not a 
man is totally and permanently disabled. What consti- 
tutes total and permanent disability ? Is the delivery boy 
who loses both legs totally and permanently disabled? 
Oris the certifying doctor supposed to point out that he 
can still run a drill press and probably make more 
money? These are questions that must have answers. 

Subjective determination started with the 1954 dis- 
ability ‘freeze’ provision. Despite objections raised, 
this provision didn’t open the door to malingering. The 
beneficiary isn’t required to pay a social security tax but 
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he also doesn’t have interim 
OASI benefits. Loafing and 
malingering isn’t subsid- 
ized. 

Until recently, trained 
actuaries have been able to 
roughly compute the cost of 
additional benefits. In my 
opinion, if we add cash dis- 
ability benefits this will be 
an actuarial impossibility. 
Every doctor has seen hun- 
dreds of examples. If you 
complain of severe chronic 
headaches, the best neuro- 
surgeon in the world can’t 
prove they don’t exist. But 
couldn’t they easily constitute total and permanent 
disability ? 

Every physician who testifies before this committee 
knows the importance of rehabilitation. But an im- 
portant question is: at what point is a patient rehabili- 
tated ? Is it when he can resume his former occupation 
or is it when he is capable of acquiring new skills and 
paying his own way in our socioeconomic world? 

Putting dollar signs on disability negates diagnostic 
skill in the determination of disability. Despite my 
basic faith in honesty and integrity I know the two 
don’t mix. 

HR 7225 and the cash disability provision would 
work an unfair hardship on the medical profession. In 
many cases, it will jeopardize the all-important doctor- 
patient relationship. The doctor’s assignment, as I 
pointed out earlier, is to cure and comfort people who 
are sick, It’s an even more difficult responsibility to 
make decisions that directly relate to the patient’s 
income. 

As there can be a few bad apples in any barrel, there 
will be doctors who aren’t above certifying a dubious 
disability. There will be others who will lose patients be- 
cause they will refuse to cooperate with a malingerer. 
No matter how carefully you plan ways to avoid abuses, 
they continue to exist and could become rampant. 

Once again allow me to express my thanks for this 
opportunity to express the opinions of the American 
Academy of General Practice on this very important 


proposal. 


Cyrus W. Anderson, M.D. 


**What constitutes total and 
permanent disability ?” 


Statement presented by Dr. R. B. Robins: 


Mr. Chairman, members of the committee: 

My interests in HR 7225 are related to its actuarial 
soundness and its fiscal feasability. I am somewhat con- 
cerned when I realize that for every dollar paid to 
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OASI beneficiaries in 1940, the government will this 
year pay out $181.25. I am equally alarmed when I am 
told that many people will soon pay more to the social 
security tax collector than they do to the income tax 
collector. 

The 1935 version of the Social Security Act had a 
clearly defined purpose. It was intended to guarantee an 
income for retired men and women. This was to be a 
depression-proof income. Having just emerged from a 
severe depression that was accompanied by many severe 
problems concerning the care of the indigent and aged, 
the Roosevelt administration launched a study designed 
to determine the most logical way to avoid recurrences. 
If it was the opening gun for a long-range, continually- 
expanding program, no one was so advised. 

The much-mentioned OASI trust fund is more than 
vaguely reminiscent of the British Labour Party’s 50- 
year welfare state campaign. Britain’s social security 
program currently provides cash benefits for the aged, 
the sick, the permanently disabled, the unemployed, 
industrial casualties and the dependents and survivors 
of workers. It also provides “free” hospital and medical 
care. 

At the party’s 54th Convention, former Health Min- 
ister Aneurin Bevan ridiculed proposals to keep the 
trust fund on a sound, actuarial basis. Bevan summed 
up his sentiments by saying, “Gentlemen, there ain’t no 
fund.” He added that it had been poured into power 
stations, factories and mining operations. It also went 
for housing subsidies, farm supports and “‘free”’ medi- 
cal care. 

Our own trust fund remains strictly a fiscal myth. It 
contains about $21 billion in 1.0.U.’s signed by the 
United States Treasury. The rate of interest on the 
intragovernmental loans is currently 2% per cent. All 
very interesting. However, the federal government can 
hardly be called a self-supporting operation. Its exist- 
ence hinges on continuous taxation. Consequently, in- 
terest payments must come out of taxes on the same 
people who originally were taxed to build up the trust 
fund. Isn’t this much like borrowing money from a 
neighbor and returning later to borrow more money 
with which to pay the interest on the initial loan? Won’t 
he someday tire of this vicious financial arrangement ? 

Taxes are generally regarded as a necessary evil. 
People pay them reluctantly. At the same time, they 
unconsciously or subconsciously expect to realize a 
direct or indirect return. We pay school taxes because 
we want educated children. We pay the toll on a super- 
highway for the privilege of driving on a well-maintain- 


ed road. In both cases, there’s an obvious, measurable 


return, 
Often, it’s difficult to feel certain that our tax money 
Is put to good use. Any benefits which accrue are too 


GP April 1956 


remotely indirect or sub- 
liminal. However, I believe 
that the most conscientious 
taxpayer will resent subsi- 
dizing the financial respon- 
sibilities of others. He will 
help when help is needed 
but he will not underwrite 
indolence. 

During the course of these 
hearings, much will be said 
about disability determina- 
tion and malingering. I 


would like to believe thatno 
one would take advantage . a its fiscal feast- 


of a cash disability benefits 
provision. But, gentlemen, 
it won’t work that way. Unfortunately, and as much as 
we may eschew admitting it, beating the tax collector 
has become a popular indoor sport. Too many taxpayers 
file an accurate income tax return simply because they 
know of no sure-fire way to short the government. 

By way of example, I last week asked 15 people what 
they would do if, by accident, they received a $100 gov- 
ernment check and knew the mistake would go un- 
noticed. Of the 15, only one said he’d return the check. 
His reason? He simply couldn’t believe that it would 
ever go unnoticed! 

HR 7225 will give hundreds of thousands of potential 
malingerers the kind of opportunity they’ve been seek- 
ing for years. This will make it absolutely impossible to 
set up a realistic budget or to have an accurate idea 
what such a program will cost. Again, I would refer to 
Britain’s sad experience with welfare state legislation. 

I understand that government experts regard the 
current OASI program as financially sound if we’re 
willing to assume that the country will remain prosper- 
ous, that payroll taxes will be periodically increased, 
and that only the anticipated number of people will 
retire. Those are rather substantial “ifs.” To me, it 
makes about as much sense as saying that horse will 
remain well if he doesn’t get sick. 

More than 90 million people currently have some 
form of voluntary health insurance protection. These 
people wisely regard health insurance as a sound invest- 
ment. They’ve paid the premiums on the policies they 
bought. The money was not channeled through Wash- 
ington and redistributed by the social security adminis- 
tration which, of course, would first have deducted op- 
erating costs. These same people, if they so desire, can 
buy disability insurance tailored to their separate, in- 
dividual needs. Better yet, the person who thinks his 
savings and insurance policies are adequate, won’t be 
forced to pay someone else’s premiums. 
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The nation has already entered an era that puts un- 
due confidence in subsidies, price supports and shaky 
financial arrangements. The hand-out provisions of 
HR 7225 fall in that last category. They too clearly re- 
mind me of earlier theories which advocate redistribu- 
tion of income. 

Cash disability payments will put an unfair burden 
on every physician. I regard such a plan as financially 
unfeasible and, in closing, want only to thank this com- 
mittee for the opportunity of expressing my views on 


this proposed legislation. 


Statement presented by Mr. Mac F. Cahal: 


Mr. Chairman, members of the committee: 

As chief executive officer and general counsel of the 
American Academy of General Practice, I desire to 
avail myself of the privilege you have graciously ex- 
tended to me to discuss the provisions and implications 
of House Resolution 7225. 

The Academy, with more than 20,000 members, is 
the only national medical association representing the 
family doctors of America. Though closely related to 
the American Medical Association, the Academy has no 
official connection with the AMA. Our association is 
entirely autonomous. 

Two-thirds of the practicing physicians in America 
are family doctors. I therefore speak for the largest 
single segment of the medical profession. 

As the family is the basic unit in our society, the 
family doctor, who assumes total and continuing re- 
sponsibility for the health of the family unit, is the 
foundation of our medical practice system. In his inti- 
mate relationship and close personal tie with the family, 
he occupies a unique position in our western civiliza- 
tion. 

Many of the spectacular advances in medical science, 
such as the recent development of new antibiotics and 
the use of new steroid compounds, have no meaningful 
value to sick people until they become part of the 
family doctor’s armamentarium and are utilized by him 
in his daily medical practice. 

The cash disability benefits provided for in HR 7225 
would also become effective only after a doctor had 
certified his patient as totally and permanently dis- 
abled. I hope to persuade this committee that this 
would impose an intolerable burden on the nation’s 
doctors and place a premium on valetudinarianism. 

HR 7225 establishes cash disability benefits without 
fully appreciating that the determination of disability 
has never been an exact science. Any legislative pro- 
gram that establishes such a system will keep civil courts 
clogged with an endless and ever-increasing backlog of 
pending litigation. 
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What constitutes perma- 
nent and total disability and 
when is a participant per- 
manently and totally dis- 
abled? These are questions 
that every civil court in the 
country will be called upon 
to answer. Unfortunately, 
they don’t lend themselves 
to simple, all-inclusive def- 
initions. HR 7225 puts the 
burdenofproviding answers 
squarely on the shoulders of 
the medical profession, and 
physicians, better than any- 
one else, know that there is 
no universal answer. 

I understand that many 
members of the Senate are 
impressed by the House 
372-31 roll call vote on HR 
7225. With this in mind, 
please remember that this 
social security amendments 
bill was passed under a pro- 
cedure which suspends the 
rules, bars amendments and 
limits debate to 40 minutes. 
I wonder if that is adequate 
time for elected officials to 
carefully consider all im- 
plications and the ultimate 
cost of a government cash 
disability benefits program. 

HR 7225 will, for the first 
time, introduce an element 
of subjective determination. 
Previously, eligibility to re- 
ceive benefits could easily 
be measured. An insured 
participant’s age and num- 
ber of dependents is a mat- 
terofrecord. Hehasalsocon- 
tributed a specific amount 
of money to the social se- 
curity coffers. 

However, disability de- 
termination depends on the 
nature and extent of causa- 
tive factors, on the physi- 
cians’ diagnostic skill, and 
on a factor that can never 
be accurately measured— 
the integrity of the insured. 


Senator John McClellan 

As senator from Arkansas 
introduced his close friend, 
Dr. R. B. Robins, at the 
hearing. 


Introduced fellow Kansan, 
Mac Cahal, who said the 
Academy will continue to 
oppose ill-considered social 
welfare legislation. 


Senator Harry Byrd 


As chairman of the Senate 
Committee on Finance, pre- 
sided at Washington hear- 
ings. 
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Dollar incentives can effectively prolong disability. 

I would like to give you an example. Severe chronic 
headaches could be regarded as permanently and 
totally disabling. Yet their very existence can be 
neither proved nor disproved by the most skilled 
neurosurgeon. However, under the provisions of 
HR 7225, total blindness is not necessarily regarded 
as a disability. 

The medical profession and most of the nation’s tax- 
paying populace will always be concerned with legisla- 
tion involving costs that cannot, with a reasonable de- 
gree of accuracy, be predetermined. Supporters of the 
bill have estimated that in 25 years, a million workers 
would be receiving cash disability benefits totaling $850 
million a year. Life insurance experts add that the ulti- 
mate cost of such a program could easily require be- 
tween 30 to 40 per cent of the nation’s taxable income. 
Although these are astronomic figures, they are only 
guesses. In all probability, they don’t allow for wide- 
spread malingering and attempts to cheat the govern- 
ment. 

The disability “freeze,” enacted last year, also in- 
troduced a subjective element into the determination 
of eligibility to receive benefits. However, it was simply 
a waiver of premium provision. It is one thing to tell 
the worker he’s disabled and therefore not required to 
pay a social security tax. It’s another thing to provide 
him with an income during periods of disability. One 
provision gives him peace of mind; the other is an 
answer to many financial problems and partially elimi- 
nates his desire to get back to work. Such a program 
will encourage both fraud and malingering. 

HR 7225 is characterized by subjective guesswork, 
actuarial impropriety and a legislative reluctance to re- 
view. For these reasons, the more than 20,000 American 
Academy of General Practice members oppose HR 7225 
and will continue to oppose ill-considered social welfare 
legislation. 

As family doctors, all Academy members are acutely 
aware of medical care problems. However, the Academy 
will endorse only attempts to find realistic answers. 
Apparent popularity and vote-pulling appeal do not, 
in the Academy’s opinion, constitute valid reasons for 
enacting legislation that precludes any accurate pre- 
determination of costs and makes no attempt to define 
certain key terminology. 

In deliberating proposed amendments, the Academy 
sees merit in considering the originally stated purpose 
of the social security program. Prior to the parade of 
amendments, the act was intended to provide and 
guarantee an income for retired men and women. 
Furthermore, this was to be a depression-proof income. 
Having just emerged from a severe depression accom- 
panied by many problems relating to care of the in- 
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digent and aged, the country appreciated the need for 
preventive legislation. No one, at that time, described 
the social security program as an ever-expanding plan 
that was to launch a cradle-to-the-grave revolution. 

The 1935 version of the bill set up retirement in- 
come funds and provided a cash death benefit for 
widows. The maximum monthly benefit was $85; the 
minimum, $10. The program was to start in 1937 and 
all benefits were to be financed by an equal | per cent 
tax on the employer and the employee. Since 1935, 
the government has paid out $44 billion in social 
security benefits and has simultaneously accrued future 
liabilities totaling an additional $280 billion. 

Four years later, Congress added monthly benefits 
for certain dependents and survivors of participants. 
In 1950, benefits for retired workers were increased an 
average of 77.5 per cent and compulsory coverage was 
extended to many self-employed people. In 1954, maxi- 
mum benefits were again increased and compulsory 
coverage was extended to another 10 million workers. 
The disability “freeze” or waiver of premium provision 
was added. 

In less than 21 years, the government-assumed 
financial burden has increased by geometric leaps. For 
every dollar paid to beneficiaries in 1950, the govern- 
ment will this year pay out $181.25. Where will it stop? 

In addition to establishing cash disability benefits, 
HR 7225 seeks to lower the retirement age for women 
from 65 to 62. It seeks also to further expand compulsory 
coverage and extend monthly benefit payments for 
permanently and totally disabled children over age 18. 

Proponents of HR 7225 seem increasingly enthusias- 
tic about a program that has objectives similar to those 
adopted at the Communist-dominated ILO’s 1952 
Geneva convention. These objectives are: 

1. Old age and survivors benefits—These have al- 
ready been enacted. The ILO, however, wants benefits 
that would enable the insured to live comfortably with- 
out the necessity of supplementing his income by 
individual effort. 

2. Permanent and total disability benefits. 

3. Weekly unemployment compensation that ig- 
nores the reason for unemployment. This would mean 
the socialization and nationalization of our present 
workmen’s compensation system. 

4. Maternity benefits. 

5. A monthly payment to each family for each 
dependent child. 

6. A lump sum separation payment. 

7. Nationalcompulsory healthinsuranceor socialized 
medicine. At the 1952 ILO convention, both the 
United States government and labor representatives 
voted in favor of the above program. Only our employer 
delegate voted against it. 
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In December, 1954, the House Ways and Means 
Committee released a 72-page report entitled, ‘Social 
Security After 18 Years.” The last 12 pages of the 
report contain the following interesting conclusions: 

**There is not enough in the $17 billion trust fund 
to pay future benefits to the present beneficiaries. 

‘Total benefits to some aged couples may aggregate 
several hundred times the amounts they paid in OASI 
taxes. 

*As a group, today’s aged on OASI will receive in 
benefits almost 50 times the amount they paid in OASI 
taxes.” 

Persons receiving OASI primary insurance benefits 
at the end of 1952 had already received or would re- 
ceive $24 for each $1 jointly contributed by themselves 
and their employers. Independent studies point out 
that by 1954, this ratio probably rose to $30 for each 
$1 contributed. 

In discussing proposals which urge additional 
amendments to the Social Security Act, I am amazed 
how few people realize that the compulsory payroll 
deduction plan is little more than a politically ex- 
pedient tax. Years of using the term “contribution” 
have successfully deluded most participants. These 
same people may never have noted or have long for- 
fotten the 1937 Supreme Court decision which stated 
that social security “tax moneys are not earmarked 
and . . . Congress is at liberty to spend them as it will” 
(Helvering V Davis, 301 U.S. 619). The tax was held 
valid as a payroll assessment for the general purposes 
of the government. The year before, the Supreme 
Court outlawed congressional attempt to earmark taxes 
and set the proceeds of their collection aside for special 
purposes (United States V Butler, 297 U.S. Page 1, 
1936). Today, social security funds are used for battle- 
ships, bombs, agriculture and even foreign aid. 

Some very thought-provoking questions are being 
leveled at the spiraling cost structure of the nation’s 
old age pension plan. Only recently has the load- 
carrying populace realized that the income tax ogre 
may someday have to share his pedestal with a social 
security compatriot. 

Cash disability payments will put a premium on im- 
morality and an unfair burden on every physician. The 
Academy regards such a plan as financially unfeasible. 
In closing, let me again thank the committee for this 
opportunity to express my views on this proposed 
legislation. 


Statement presented by Dr. Malcom Phelps: 


Dr. Phelps spoke in behalf of the Oklahoma State 
Medical Association at the February 23 hearing before 
the Finance Committee. 
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Mr. Chairman and members of the committee: 

I am Dr. Malcom E. Phelps, a practicing physician 
in El Reno, Oklahoma. 

I am vitally interested in HR 7225 because, in my 
opinion, after a careful study of this legislation, I feel 
that it is a threat to the solvency of the Social Security 
system. 

Over the years that I have been privileged to prac- 
tice the art and science of medicine I have observed a 
growing tendency on the part of some of the citizens 
of these United States to become more interested in 
government paternalism than in self-initiative, and this 
has been particularly evident in the field of workmen’s 
compensation and physical disability of any and all 
types. 

The issues presented in HR 7225 have been exten- 
sively presented to this committee by representatives 
of many segments of the business, professional and 
religious world and I do not feel that I need repeat 
their observations, but I would like to submit perhaps 
another viewpoint that I believe to be the feeling of 
many Americans. 

Practicing as I do in a small Oklahoma community, 
I naturally have many small independent businessmen 
and farmers as my patients and I have taken the time 
to discuss this legislation with them and when it is 
pointed out to them that the Social Security tax will, 
under present legislation, rise to as high as nine per 
cent and that there is a possibility that total perma- 
nent disability payments will be available to persons 
under Social Security, under certain conditions, they 
are appalled. They are appalled because in their busy 
every-day life they believe the complicated problems 
of government are beyond their general understand- 
ing, and not until some of the proposals of government 
are discussed with them do they understand the effect 
these tax proposals will make in their lives. 

I should like to present 
for this committee’s con- 
sideration several questions 
that in my opinion have so 
far gone unanswered. 

What justification is there 
for paying cash benefits to 
a permanently disabled per- 
son at, let’s say, age 50 but 
not at age 49? 

How long will it be be- 
fore voters in the lower age 
group will be asking for the 
same emoluments and, fin- 
ally, will the age require- 
ment ultimately have to be 


abolished ? 


Malcom E. Phelps, M.D. 


**HR 7225 a threat to the 
solvency of the Social Security 
system.”” 
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If these benefits are paid to totally disabled persons, 
what will be the attitude of the person temporarily 
disabled? 

How would I, as a physician, being morally honest 
with myself, handle the certification of disability and 
where does the problem of mental disability come into 
consideration ? 

What should I as a physician do, and what would 
be the public’s attitude, to the certification of a drug 
or alcoholic addict as a physically disabled person and 
what would be the political repercussions in a com- 
munity when its people learn that federal legislation 
exists which would make this certification possible and 
in some cases even probable ? 

As a physician fully believing in and subscribing to 
the Hippocratic Oath, I can assure this committee 
that if this legislation passes, I will exercise my best 
professional judgment in doing my best to protect my 
government and still be fair to my patients, but I ask 
you this final question :—What protection can my gov- 
ernment give me and my fellow physicians to keep a 
rejected applicant from slandering us and spreading 
malicious gossip concerning our professional integrity ? 

My closing statement to this committee is simply a 
re-emphasis of one I have previously made and it is 
purely in the political vein. It is simply that I have 
taken the time to discuss this legislation with the type 
of man who, in the vast majority of instances the coun- 
try over, will pay the bill and never ask for any benefits 
and who, when he understands it, as he ultimately will 
when it reaches his pocketbook, will be opposed to the 
legislation. 

I urge that each member of this committee make the 
same survey in whatever way he cares to and, above 
all, I urge each member of this committee—and as a 
matter of fact each Senator—to exercise his statesman- 
ship and his leadership in presenting this proposal to 
the people and his respective state to see how they feel. 


Statement presented by Dr. Fount Richardson: 


Dr. Richardson represented the Arkansas Medical 
Society at the recent hearings. 

Mr. Chairman and members of the committee: 

My name is Dr. Fount Richardson and I am engaged 
in active practice of medicine in Fayetteville, Arkansas. 

There are many points that can be made, in discus- 
sion of HR 7225. There are two points against the 
bill which seem to me to be extremely important. I 
will speak only on these two. 

The bill offers some relief to the disabled, and to his 
family. Fortunately, this problem is being taken care of 
already in Arkansas by the many agencies of the federal 
government, the state government, city and county 
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governments, and many pri- 
vate and philanthropic or- 
ganizations. 

In preparing for this re- 
port, several of these various 
government agencies were 
approached with the ques- 
tion ‘What does a man do 
in Arkansas if he is totally 
and permanently disabled?” 
In one instance, the person 
in charge of the office told 
us that there were so many 
ways of taking care of the 
indigent, and helpless, that 
it would be a hopeless task 
to try to list them all. 

The rehabilitation people will pay a maintenance 
fund of $15 per week for an individual who is taking a 
course of rehabilitation. It pays, of course, for his re- 
habilitation. In addition, the same individual is eligible 
for aid to dependent children, up to a maximum of 
$105 per month. This is a federal function, already 
operating. 

If the disability is caused by an injury covered by 
workmen’s compensation, the individual would draw a 
percentage of his weekly salary for an indefinite period. 
I am told that some cases have gone five or six years. 
This is a state commission. 

In the case of a person disabled who cannot be 
taught a gainful occupation, the Department of Public 
Welfare will pay, in the case of a person who does not 
need nursing care, $35 per month, and $55 a month 
if he must stay in bed and have nursing care. The head 
of the Department of Public Welfare, in Fort Smith, 
told us that there are excellent nursing homes in 
Arkansas which will accept patients for this sum. These 
payments are made from federal funds. If it develops 
that $35 or $55 is not sufficient, this amount can be, 
and is, supplemented by money from the general re- 
lief, and from the County Judge’s fund. 

In the case of blind persons, there is a monthly 
grant of $55. These people are also set up in small 
businesses such as the sandwich and magazine stands, 
seen in banks and court houses all over the state. There 
are also some independent, benevolent foundations for 
the blind. One is operated by the Lions Club of Arkan- 
sas. Relief for the indigent and disabled is the largest 
business in Arkansas, and amounts to $39,000,000 per 
year in state and federal funds. To me, that’s a lot of 
tax money, and some of it’s mine. 

There are innumerable other sources of assistance 
for people in need of help. There are veterans’ pen- 
sions and hospitals, the UMW Retirement and Dis- 


Fount Richardson, M.D. 


*"No need for HR 7225 in 
this field.” 
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ability Plan, the Railroad Retirement and Disability 
Plan, the programs of the various churches, which are 
well financed ; crippled children’s hospitals, Civil Serv- 
ice Retirement and Insurance Plans, and the disability 
benefits offered by the larger industries in Arkansas. 
In many counties there are the city welfare offices, and 
the county pauper commissions which also assist, 
where the federal and state money is not sufficient. We 
were advised that the Salvation Army does a tremen- 
dous job, and, in the cases of particular diseases, we 
have the Polio Foundation, the Tuberculosis Associa- 
tion, the Cancer Society, Multiple Sclerosis Associa- 
tion, and all the rest. These are all voluntary. 

There is a children’s hospital in Little Rock, where 
any crippled child, up to 18 years, is treated without 
cost. Our finest surgeons visit it every day without any 
charge. It is supported partly by state funds, but 
largely, by public charity. Many churches have a budget 
item for this hospital. These are voluntary public 
philanthropies, and they do an enormous amount for 
these children. The many Shriners’ hospitals for the 
crippled are magnificent monuments to the generosity 
and willingness of man to help man ina voluntary way. 

We found that the surplus food distribution is no 
small item. There is no “means” test to receive this 
food, and anyone who states that he needs it, can get 
it. In Sebastian County, this amounts to about $10 
per person per month at the present time. Butter, milk, 
lard, cheese, beans, flour and meal are some of the 
items being distributed. 


In Arkansas, which is reputed to be one of the poorer 
states, a person disabled is not faced with the specter 
of starvation or medical neglect. The public welfare 
people have money available for hospitalization and 
medical care for any of their clients. Why should the 
Social Security system, already in questionable financial 
condition, and whose tax is becoming a burden to the 
people, be saddled with the addition of hundreds of 
thousands of “disabled” people who are able to get 
assistance already. 

It would simply be another duplication of govern- 
ment assistance which already overlaps itself. For the 
disabled, the law is not necessary. The job is being 
done now, and quite satisfactorily. 

I believe that these local, state, and private organiza- 
tions are doing the job the proper way. They are doing 
it voluntarily, they are doing it well. There is no need 
for HR 7225 in this field. 

The second point I wish to make against the bill is 
more an ethical one. It concerns the whole Social Se- 
curity. Social Security started as a small relief for the 
aged. It has grown, step by step, to a huge, tax-gather- 
ing, money-spending organization. These steps lead, 
every one of them, away from a democratic form of 
government, to a compulsion form of government. Call 
it what you will—my point is that these steps are 
simply in the wrong direction. 

The American people have to move in the direction 
you gentlemen indicate. We pray you to have us step 
in the right direction. 


Trends and Events in the Nation’s Capital 


Critical of Fees Paid for Veterans’ Care 


MemBers OF Concress are becoming more critical of 
the size of fees paid to private physicians throughout 
the country for professional services to veterans. 

Evidence of this uneasiness became manifest in hear- 
ings conducted several weeks ago on the Veterans Ad- 
ministration’s budget for 1956-57. The hearings were 
in secret session but a transcript of the proceedings 
was published subsequently. 

House Appropriations Committee members ex- 
pressed concern that VA’s estimated medical fee bill 
next year, beginning July 1, 1956, will be $8,312,500. 
This is $451,000 above amount budgeted for the cur- 
rent fiscal year for operation of the “home town medi- 
cal care program.” 

In 1955, the average fee per patient visit (home or 
office) was $4.82. For current fiscal year, it is $4.96 and 
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the estimated average fee for next year is $5.09. Dr. 
William Middleton, chief medical director, and other 
VA witnesses assured committeemen that doctors car- 
ing for veterans accept smaller fees than would be 
charged for identical serv- 
ices rendered to private pa- 
tients. 

Under questioning, how- 
ever, Dr. Middleton and his 
superior, Administrator 
Harvey V. Higley, acknowl- 
edged that some doctors 
have been guilty of abuses. 
The following excerpt from 
the official transcript illus- 
trates this point: 

Higley: ‘For instance, 
we found one that was just 
plain making too good a 
thing of this care.” 


Dr. William Middleton 
VA screening board uncovers 
fee irregularities. 


179 


180 


ANTIBIOTICS 
FOR TOPICAL USE... 


gram-positive bacteria gram-negative bacteria 


Staphylococci streptococci proteus pseudomonas 


coliforms 


combined, these antibiotics cover the entire spectrum 
of bacteria most often found in topical lesions 


THESE ANTIBIOTICS WORK BEST IN THE UNIQUE Fuzene® base... 


product A 
N 


The Fuzene base releases 
Comparative inhibition of 
Pseudomonas by Neo-Polycin 
(in the Fuzene base) 

and product A—a grease 
base ointment. 


high antibiotic concentrations 
impossible with 
grease-base ointments 
Neo-Polycin 


AND THESE ANTIBIOTICS and the unique Fuzene® base ARE AVAILABLE ONLY IN | 


Trsdemeth the ideal antibiotic ointment for topical use 


PITMAN-MOORE COMPANY Division of Allied Laboratories, inc. 
INDIANAPOLIS 6, INDIANA 


GP Volume XIII, Number 4 


“4 
| 
* 
4 NEO-POLYCIN 


Rep. Sidney R. Yates (D., Ill.) : “In what way?” 

Higley: ‘He might have a man come in five times a 
week when maybe once a week would be enough. It is 
pretty good compensation and pretty sure money. If 
we found a man who was doing that, I know this (local 
screening) board would put their thumb on him and 
he might not get this business.” 

Rep. Edward P. Boland (D. Mass.) : ‘How does the 
board know about this practice?” 

Higley: “Because they are in touch with what is 
going on as are we. Here is a certain case that is being 
over-treated that would come to the top sooner or 
later.” 

Rep. Boland: “How do you know the case is being 
over-treated 

Dr. Middleton: “Our own physicians screen all of 
these.” 

When the interrogation was concluded, it seemed 
apparent that the Congressmen, while disturbed by 
rising costs of medical care and evidence of occasional 
abuses, were satisfied that VA’s 10-year-old “home 
town”’ program which enables beneficiaries to be cared 
for by their own family doctors is sound and should be 
continued. 

“It is a great thing; we recognize it,” commented the 
committee chairman, Rep. Albert Thomas (D. Tex.), 
as this portion of the hearing came to a close. 


Two Health-Related Bills Near Enactment 


After having been put through exhaustive hearings 
and extensive revision, two bills of importance to 
American medicine are well advanced toward Congres- 
sional enactment. One clarifies and broadens federal 
responsibility for medical care of servicemen’s depend- 
ents and, for the first time, authorizes use of prepaid 
insurance for this purpose. The other is a career in- 
centive plan designed to make more attractive the Med- 
ical and Dental Corps of Army, Navy and Air Force. 


Under provisions of the bill as amended and ap- 
proved by the House Armed Services Committee, the 
Secretary of Defense is given full authority for entering 
into such contracts for fee-basis or prepaid insurance 
coverage “‘as he deems appropriate.” Thus he may 
choose from among Blue Cross, Blue Shield, insurance 
companies, group practice clinics or any other type of 
carrier. Or, he may pick two or more of them, depend- 
ing upon geographical and other considerations. 

In committee hearings, it was estimated that 40 per 
cent of the military dependents, or some 1,000,000 
wives, children, parents and parents-in-law, would 
elect to have their medical and hospital services pro- 
vided by civilians, rather than under military auspices. 

Their freedom of choice is limited only by a proviso 
which authorizes the Secretary of Defense, at his dis- 
cretion, to make military care mandatory in areas 
where medical facilities of a uniformed service are 
available to dependents. This limitation was inserted 
in deference to the Army, Navy and Air Force medical 
departments, which desire to retain a substantial share 
of the dependent load. Otherwise, they argued, harm 
would be done to their medical officer procurement 
program and residency and internship training in mili- 
tary hospitals would be jeopardized. 

Principal inducement in the new career incentive 
bill is a salary increase, irrespective of rank, granted to 
medical and dental officers remaining on active duty 
for more than three years. For the first three years, 
they would receive the $100 extra monthly pay which 
was inaugurated in 1949. Starting the fourth year, 
however, this would be raised to $150. Then after six 
years the “bonus” would go to $200 monthly and, 
after 10 years, to $250. No written contract or agree- 
ment would be required for these increases. 

The bill also liberalizes constructive service credit, 
so that promotions would come faster to medical and 


dental personnel.—From special Washington 
Correspondent. 


Winners of 1956 Mead Johnson Scholarships Announced 


Tue 1956 winners of the Mead Johnson General Prac- 
tice Residency Scholarships were announced March 19 
from Washington, D. C., during the opening session of 
the Academy’s Eighth Annual Scientific Assembly. 
The announcement was made by Dr. M. B. Glismann, 
Oklahoma City, who is chairman of the Academy’s 
Mead Johnson Scholarship Award Committee. Present 
for the announcement was Mr. D. Mead Johnson, 
president of Mead Johnson & Company and Dr. W. D. 
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Snively, Jr., the company’s vice president and medical 
director. 

Each of the ten winners—all interns and residents— 
will receive a $1,000 scholarship to aid him during his 
residency in general practice. Each was selected on the 
basis of scholarship, professional aptitude and fitness 
for general practice. The winners, representing all 
parts of the nation, along with their home addresses, 
medical schools and where they are now interning are: 
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Thomas Walter Jensen, M.D. Richard B. Juergens, M.D. 


Dr. Bury Jack Bauman, South Whitley, Ind.; 
Indiana University School of Medicine; William Beau- 
mont Army Hospital, Ft. Bliss, El Paso, Tex. 

Dr. CHartes ALLEN CarMack, Oklahoma City, Okla. ; 
University of Oklahoma Medical School, University of 
Oklahoma Hospitals, Oklahoma City, Okla. 

Dr. Joun E. Loupenstacer, Akron, Ohio; Ohio 
State University Medical School; The City Hospital of 
Akron; Akron, Ohio. 

Dr. Leo Ricnarp Green, Seattle, Wash.; University 
of Illinois Medical School ; Medical Dispensary, Seattle, 
Wash. 

Dr. THomas WatTerR JENSEN, Watertown S. D.; 
University of Nebraska Medical School; St. Joseph’s 
Hospital, Phoenix, Ariz. 

Dr. James R. Nunn, Buffalo, N. Y.; University of 
Buffalo Medical School; Millard Fillmore Hospital, 
Buffalo, N. Y. 

Dr. Samuet Hussanps Lanestarr, Jr., Paducah, 
Ky.; George Washington University School of Medi- 
cine; Denver General Hospital, Denver, Colo. 

Dr. Barsara ANN Hicair, Union, N. J.; Woman’s 
Medical College of Pennsylvania; Orange Memorial 
lfospital, Orange, N. J. 
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John E. Loudenslager, M.D. 


Dr. James Arps Bei, Ft. Worth, Tex.; University 
of Texas Medical School at Galveston; John Peter 
Smith Hospital, Ft. Worth, Tex. 

Dr. RicHarp Bowman JuERGENSs, Toledo, Ohio; 
University of Cincinnati College of Medicine; Uni- 
versity (Western Reserve) Hospitals of Cleveland. 

All of the award winners will begin their residencies 
in July. 

The residency program which is now in its fifth year 
was set up through a grant from Mead Johnson & Com- 
pany in 1951 and is administered by the Academy 
through a special committee. In 1954 the fund was in- 
creased to allow for ten $1,000 awards annually instead 
of five awards as had been originally planned. 

The desirability of formal training beyond a one- 
year internship has become very important in the re- 
quirements for Academy membership, thus enhancing 
the significance of the Mead Johnson Award. 

Besides Chairman Glismann, other committee mem- 
bers for the 1956 award were Drs. John E. Foster, Line- 
ville, Ala.; Marjorie E. Conrad, Wilmington, Del.; 
Ralph E. Cross, Johnson City, Tenn.; Richard R. 
Chamberlain, Maplewood, N. J.and Frank D. McCarthy, 
Sioux City, Ta. 
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President’s Award to Gradie Rowntree 
For Helping Physically Handicapped 


ACADEMY MEMBER, Dr. Gradie R. Rowntree, Louisville, 
Ky., is the 1955 recipient of the Physician’s Award, 
presented annually for outstanding achievement by the 
President’s Committee on Employment of the Physi- 
cally Handicapped. The presentation was made Janu- 
ary 23 during the 16th Annual Congress on Industrial 
Health in Detroit. 

The Physician’s Award, an illuminated scroll on a 
mahogany base, is signed by President Eisenhower 
(see cut). 

Each year, a physician who has been active in the 
field of industrial medicine and who has been instru- 
mental in improving job opportunities for the physi- 
cally impaired is chosen out of scores of nominations 
from all parts of the country. 

Dr. Rowntree is medical director of the Fawcett- 
Dearing Printing Company of Louisville. His other 
activities include: professor and chief of the Section on 
Industrial Medicine, University of Louisville School of 
Medicine; vice chairman of the Louisville-Jefferson 
County Board of Health; chairman of Kentucky Alco- 
holic Study Commission; chairman of Kentucky State 
Medical Association Committee on Industrial Medicine 
and Surgery; former chairman of the industrial com- 
mittee of Louisville Heart Association; and medical 
consultant to Louisville-Jefferson County Rehabilita- 
tion Center. Dr. Rowntree is also a member of the 
Kentucky Governor’s Committee for Employment of 
the Physically Handicapped. 

As chairman of the KSMA Committee on Industrial 
Medicine and Surgery, Dr. Rowntree has fostered the 
theme of employment of the physically handicapped 
among the physicians of Kentucky. He was instru- 
mental in bringing the 1953 National Conference on 
Industrial Health to Louisville. 

In his teaching capacity, Dr. Rowntree stresses 
the importance of the doctor’s role in promoting em- 
ployment of the handicapped. He is a member of the 
Louisville-Jefferson County Board of Health that helped 
establish the Rehabilitation Center, Inc., at Louisville. 

The presentation of the award was made in behalf 
of the President by Maj. Gen. Melvin J. Maas, USMCR, 
Ret., chairman of the President’s Committee on Em- 
ployment of the Physically Handicapped. 

In awarding the scroll, General Maas said: “Dr. 
Rowntree was chosen for his lifelong association with 
the field of rehabilitation and employment of the physi- 
cally impaired. He has served as a medical teacher, 
industrial doctor, a community leader and medical con- 
sultant, and his efforts have been centered on the 
actual rehabilitation of the handicapped individual or 
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Gradie Rowntree, M.D. 


Citation from President Eisen- 
hower—The above is a copy of 
the Physician’s Award presented 
to Academy Member Gradie 
Rowntree by the President’s Com- 
mittee on Employment of the 
Physically Handicapped. 


Cited for helping the physi- 
cally handicapped. 


assessment of his capabilities and with a constant 
effort to promote the idea that there is a definite place 
for the handicapped in industry.” 

Last year’s winner was Dr. Harold A. Vonachen, 
medical director of the Caterpillar Tractor Company, 
Peoria, Ill. Other previous winners have been Dr. 
Henry H. Kessler, medical director of the Kessler 
Institute for Rehabilitation, West Orange, N. J.; and 
Dr. Frank H. Krusen, Mayo Clinic, Rochester, Minn. 


Doctor-Patient Relationship Views of AAGP 
And ACP Leaders Asked by Medical News 


Acapemy Presipent J. S. DeTar and Dr. Walter L. 
Palmer, president-elect of the American College of 
Physicians, bared their views on the doctor-patient re- 
lationship in the January 2 issue of Medical News, weekly 
publication of Ciba Pharmaceutical Products, Inc. 

Both Drs. DeTar and Palmer admit the basic causes 
of the deterioration of the personal physician-patient 
relationship are many—increased tempo of living, in- 
roads of commercialism on medical care and transfer- 
ence of financial responsibility to third parties. 

Dr. DeTar stresses that other causative factors are 
departmentalization of hospitals limiting continuous 
care by a personal physician, accent on specialization 
throughout all medical education and constantly dwin- 
dling numbers of generalists who assume continuing 
responsibility for family medical care. 

He points out that problems are not solved by mere 
statements of policy. However, a start in correcting 
present problems was made at the AMA session in 
Boston. 

Dr. DeTar was enthusiastic over the AMA’s House 
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of Delegates voting to create a Continuing Committee 
on Medical Practices. It will conduct a study of the rela- 
tive value of diagnostic, medical and surgical services. 
Dr. DeTar points out this is one portion of a compre- 
hensive program calculated to eliminate the basic causes 
of fee-splitting and allied evils contributing to inferior 
medical service. 

“The house,”’ Dr. DeTar said, ‘directed this com- 
mittee to utilize all possible means to stimulate the 
formation of a department of general practice in each 
medical school and further approved of medical school 
teaching programs which afford the medical student 
opportunity for experience in the general practice of 
medicine.” 

Dr. DeTar feels this action hits at the crux of the 
problem. If the accent can be transferred to a personal 
devoted interest in the patient, if the concept of the 
personal physician is substituted for the view of the 
patient as a mass of protoplasm with pathology and a 
number on a chart and if the medical student can be 
indoctrinated with the ideals of service as a family doc- 
tor, then he feels the solution is in sight. 

The house also voted that the AMA’s representatives 
on the Joint Commission on Accreditation of Hospitals 
be instructed to stimulate action by that body leading 
to the warning, provisional accreditation or removal of 
accreditation of community or general hospitals which 
exclude or arbitrarily restrict hospital privileges for 
generalists as a class regardless of their professional 
competence, after appeal to the commission by the 
county medical society concerned. 

The new committee on medical practices was like- 
wise instructed to use its full influence to discourage 
any arbitrary restrictions by hospitals against general 
practitioners as a group or as individuals. 

Dr. Palmer believes the physician of today is fully as 
humane as his forebears. The techniques and tools of 
modern medicine are innumerable and costly ; they give 
the feeling of impersonality, but they are not of the 
essence. 

He believes that if there is an undue coolness in the 
doctor-patient relationship, it will be replaced by the 
necessary warmth and affection because each (the doc- 
tor and the patient) is dependent upon the other. If 
the patient and physician alike will demand a better 
relationship, they will find it. 

Medical News asked the doctors to write their opinions 
following its publication of an article resulting from a 
study of 1,000 families by Dr. Earl Lomon Koos, Florida 
State University. 

The article stated the majority of patients inter- 
viewed was satisfied with the cost and quality of med- 
ical care but were strongly critical of the impersonality 
of today’s doctor-patient relationship. 
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Dr. Babcock Discusses Hospital Staff 
Standards at Kansas City Meeting 


As Far As the Joint Commission on Accreditation of 
Hospitals is concerned, hospital excellence depends 
upon the standards set by its staff, and not upon fine 
equipment, good food, able nursing and a capable ad- 
ministrator, Dr. Kenneth B. Babcock, director of the 
joint commission, told the Greater Kansas City chapter 
of the Academy at a February 9 meeting in Kansas City, 
Mo. Dr. Babcock was also a visitor at Academy head- 
quarters during his stay in Kansas City. 

Proper standards of care for all its patients account 
for 75 per cent of the hospital’s accreditation, whereas, 
fine facilities, etc., comprise only 25 per cent of a favor- 
able rating by the joint commission, Dr. Babcock ex- 
plained. 

The commission acts as a medical watchdog for the 
patient by sending examiners to hospitals regularly to 
check on the performance records of the staffs. He 
stressed it is a voluntary agency, not an authoritarian 
bogey man, but its influence in keeping standards of 
medical care high is estimable. 

The family doctor’s role in the hospital which has 
been much in dispute was discussed by Dr. Babcock. 
He said the general practitioner on a hospital staff must 
be judged for ability and performance, as specialists are 
judged in their field—by fellow staffmen capable of 
evaluating. 

In answer to the question, ‘Should a general prac- 
titioner do surgery in the hospital ?”, Dr. Babcock said 
it depends on his record in doing certain operations. 
Sometimes a specialist in surgery may deteriorate, al- 
though his experience and initial qualifications ordinar- 
ily make him the choice for doing major operations. 

**Merit alone, not paper ratings, is the final criterion,” 
he said. ‘The judgment of his fellow staffmen is a ter- 
rific responsibility. It should never be decided on a 
basis of friendships, personality or class, but on objec- 
tive performance only.” 

No commission examiner 
watches the surgeon oper- 
ate or ever lays a hand ona 
doctor’s patient, Dr. Bab- 
cock stressed. He does visit 
the hospital, inspects the 
facilities and asks to see from 
one to four people, namely 
the administrator, patholo- 
gist, chairman of the tissue 
committee and medical rec- 
ord librarian. He asks them 
to produce the following sta- 
tistics—hospital death rate ; 


Kenneth B. Babcock, M.D. 
Directs Joint Commission 
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anesthetic, maternal and infant death rates; number of 
or rate of Cesarean sections, sterilizations, infections 
and consultations. 

Well-kept records, a requirement for accreditation, 
reveal whether some operations are unnecessary and 
whether certain surgeons do most of them. The records 
will give the tip on whether the staff has become smug 
and complacent about repeated medical errors by some 
of its members. 

The joint commission is composed of members of the 
American Medical Association, the American College 
of Surgeons, the American College of Physicians and 
American Hospital Association. 


American Heart Association Prepares 
Guide for Operating Blood Vessel Banks 


A commirttE of the scientific council of American Heart 
Association has drawn up a guide for establishment and 
operation of blood vessel banks. 

This project was launched because it is realized that 
preservation and implantation of blood vessel grafts are 
important factors in the success of surgical correction 
of cardiovascular diseases. 

The guide entitled “Recommendations for the Estab- 
lishment and Maintenance of a Blood Vessel Bank” is 
designed to aid clinical investigators in establishing 
blood vessel banks under standard conditions and to en- 
courage a certain uniformity in the procurement and 
preservation of vascular grafts for evaluations. 

Sections of the guide are devoted to space require- 
ments for banks, equipment, legal aspects of procure- 
ment, techniques and evaluation of donor material 
based on age of donor, cause of death and interval be- 
tween death and autopsy. Various types of sterilizing 
and preservative agents are described. 

Recommendations for blood vessel banks were pre- 
pared for AHA’s scientific council by a committee of 
four cardiovascular surgeons—Drs. Jere W. Lord, Jr. 
and Abel A. Lazzarini, Jr., New York; Robert E. Gross, 
Boston and Charles A. Hufnagel, Washington, D. C. 

Single copies of the guide may be obtained by physi- 
cians from the Medical Director, American Heart Asso- 


ciation, 44 East 23 Street, New York 10. 


BMA Invites Dr. Davison to Speak 
On General Practitioner Training 


Dr. R. A. Davison, head of the Department of General 
Practice at the University of Tennessee, Memphis, will 
be a guest speaker at a meeting of the British Medical 
Association July 9-13 in Brighton, England. 

Dr. Davison will talk on what his university is doing 
to train general practitioners. English physicians be- 
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came interested in Tennes- 
see University’s program 
when they saw an exhibit of 
the school’s general prac- 
tice department and heard 
Dr. Davison speak last June 
at the AMA’s meeting in 
Atlantic City. 

A member of the Acad- 
emy’s Commission on Edu- 
cation, Dr. Davison is also 
regional education advisor 
for postgraduate medical 
education for Tennessee, 
Kentucky, Michigan, In- 
diana and Ohio. 


Tennessee’s 
Dr. R. A. Davison 
To Speak at BMA Meeting 


Hospital Room Rates Higher in 1955 
American Hospital Association Reports 


Hospiral ROOM RATES in general hospitals in the United 
States have increased approximately 5 per cent in the 
past year, American Hospital Association reports fol- 
lowing its annual survey of hospital rates. The report 
was based on 2,639 completed questionnaires. 

The increases relate to trends in hospital costs and 
vary slightly according to accommodation. Single room 
accommodations have increased 4.4 per cent; two-bed 
rooms, 6.5 per cent, and multibed, 5.5 per cent. Na- 
tional averages for the types of room are: single room, 
$14.14; two-bed rooms, $11.51; and multibed room, 
$9.84. 

These rate figures cover the hospital room, all meals 
on general and special diets, general nursing service, 
medical records, routine housekeeping, etc. 

The highest single room rate was $35 in New York; 
the lowest, reported in Louisiana, was $5. Lowest aver- 
ages for both two-bed and multibed accommodations 
were reported from New Orleans. 

Advance deposits were required from patients re- 
sponsible for their own hospital bills by 47 per cent of 
the hospitals reporting. This practice tended to be 
more common among the larger hospitals and among 
those in the proprietary group. Nearly 69 per cent of the 
hospitals in the Pacific states follow this practice. 


Seven-Year-Old Commission on Chronic 
Iliness Will Be Terminated in June 


Tue Commission ON Curonic will terminate its 
activities as an incorporated organization on June 16. 
In making the announcement, the commission says 
every effort is being made to complete projects now 
under way so that its national office, located in Balti- 
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more, can be closed as soon after mid-June as possible. 

The commission was founded, incorporated and has 
functioned as a temporary organization. Originally it 
was hoped that the commission could complete its work 
in three to five years but this was found to be impossi- 
ble. Incorporated in 1949, it has been in existence 
seven years. 

Assignments which the founding organizations asked 
the commission to accept have been carried out and its 
members now believe the next step in forwarding a na- 
tional program for chronic disease control can best be 
taken by the founding organizations themselves and 
other permanent agencies concerned with chronic ill- 
ness. 

Founding organizations are American Hospital Asso- 
ciation, American Medical Association, American Pub- 
lic Health Association and American Public Welfare 
Association. 

Members of the commission were invited from several 
professions, vocations and backgrounds, since it felt 
that chronic illness was a problem affecting all facets of 
American life and that the solution was dependent on 
the action of the people themselves. The 30 men and 


women who presently constitute the commission rep- 
resent industry, agriculture, education, welfare, reli- 
gion, journalism, law, labor, public health, medicine, 
hospitals, government and the general public. Forty-six 
persons have served as members at one time or another 
during the commission’s life. 

In addition, the commission members and staff have 
had the benefit of the services of 41 experts who have 
served as technical advisers. 

Among the commission’s chief projects have been 
the study of prevalence of chronic illness and needs for 
care in an urban area and a rural area; study of the 
characteristics of patients requiring long-term care in 
institutions in 13 states; the study of 12 organized 
home care programs, surveys of chronic illness planning 
by local welfare councils, state medical societies and 
2,600 general hospitals, and of public health nursing 
programsas they are concerned with long-term patients. 

The commission has sponsored two major national 
conferences on the preventive aspects of chronic dis- 
ease. It has also maintained an active national clearing 
house for information on chronic illness which is sent 
out upon request. 


The Finance Committee /ie/d its regular first-of-the-year meeting at head- 
quarters January 27-28, to receive the auditors’ report and draw up bud- 
gets for 1956. Left to right are Chairman of the Board Malcom Phelps, Dr. 
A. E. Ritt, Mr. Mac F. Cahal, executive secretary; Treasurer U. R. Bryner 
and Dr. Howard Farmer. 


Dr. |. Phillips Frohman has been ap- 
pointed by the Academy’s Board of 
Directors to serve as editor of the 
1956 Assrracts. He was appointed 
at a February Board meeling in 
Chicago. Dr. Frohman edited As- 
sTracts in 1955—the most success- 
ful edition ever published. 
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Medical News in Small Doses: 


Dr. Caries W. Mayo of the Mayo Clinic has been 
formally appointed U. S. alternate representative at ses- 
sions of the executive board of the World Health Or- 
ganization by President Eisenhower. . . . All new 1956 
officers of Dade County (Florida) Medical Association 
are affiliated with the Academy. Dr. Hunter Rogers is 
president, Dr. Walter W. Sackett, Jr. was named presi- 
dent-elect; Dr. Franklin J. Evans, treasurer and Dr. 
Vincent Corso, secretary. Dr. Evans was a recent ap- 
plicant for membership. ... New York chapter’s Dr. 
William Richtmyer has been appointed to the Medical 
Advisory Committee of the Masonic Foundation for 
Medical Research and Human Welfare which is under 
the Grand Lodge F. and A.M. of the state of New York. 
... All physicians and dentists serving on active duty 
as First Lieutenants in the U.S. Air Force were pro- 
moted to the temporary grade of Captain on February 
1. The promotion was given providing these persons 
had acquired 12 months of professional experience sub- 
sequent to graduation from medical or dental school 
and were otherwise qualified. This action was proposed 
by the Armed Forces Task Force Group, appointed last 
June by the Secretary of Defense, to explore critical 
problems of attracting and retaining career medical and 
dental officers. . .. AAGP Members Francis T. Hodges 
and Ivan C. Heron were among nationally-known 
speakers at the alumni postgraduate convention of the 
College of Medical Evangelists March 4-8 in Los An- 
geles. .. . Among panel members who discussed “Us- 
ing Our Present Medical Care and Health Resources” 
at the recent annual Kentucky Rural Health Confer- 
ence, Louisville, was Dr. Garnett Sweeney, a past presi- 
dent of the Kentucky chapter of the AAGP. . . . South- 
ern Medical Association is observing its Golden Anni- 
versary this year. A gold cover on each issue of its Jour- 
nal will commemorate the association’s 50th birthday. 
... A past president of the Academy, Dr. R. B. Robins 
of Camden, Ark., celebrated the completion of 27 years 
of service as secretary of the Ouachita County Medical 
Society by giving a dinner recently for members of the 
society. ... New York’s Governor Harriman has ap- 
pointed Dr. Howard A. Rusk to the state’s Public 
Health Council. Dr. Rusk is an honorary member of the 
Academy. ... Dr. Charles A. Sebastian, president of 
Cincinnati Academy of Medicine and a past president of 
Southwestern Ohio Society of General Physicians, was 
toastmaster at the luncheon meeting of the second an- 
nual Symposium on Gerontology January 13 in Cin- 
cinnati. .. . Dr. Alex J. Steigman, University of Louis- 
ville, has been appointed special consultant to the Com- 
municable Disease Center of USPHS. 
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News from the State Chapters 


NEWLY INSTALLED Academy President J. S. DeTar spoke 
to more than 225 members and guests of the Alabama 
chapter at its combined annual business meeting and 
12th scientific seminar. Dr. DeTar’s speech was en- 
titled, “Eight Years of the American Academy of Gen- 
eral Practice—Now What?” The meeting was held at 
the Medical College of Alabama in Birmingham on Jan- 
uary 19-20. Among special guests at the banquet were 
senior medical students of the college and their wives. 

At the election of officers Dr. E. Julian Hodges of 
Scottsboro was named president-elect. Others installed 
were Dr. W. E. Doggett, Jr. of Tarrant, chapter presi- 
dent and delegate to the Academy; Dr. G. E. Carroll 
of Mobile, vice president of the southwestern division 
of the chapter, Dr. W. J. B. Owings of Brent, a new 
member of the board of directors and Drs. Arthur F. 
Wilkerson of Marion and C. W. Neville of Birmingham, 
both alternate delegates (see cut). 
> During Delaware chapter’s annual meeting Decem- 
ber 9-10 in Wilmington, Dr. Eugene J. Szatkowski of 
Wilmington received the presidential gavel from retir- 
ing President Martin B. Pennington, also of Wilming- 
ton. Officers elected at the meeting were Dr. Elton Res- 
nick, president-elect and Dr. Morris Harwitz, secre- 
tary, both of Wilmington (see cut). 

Distinguished banquet guests included Dr. John R. 
Fowler, immediate past president of the Academy, who 
spoke on “The Good Physician;” The Reverend Dr. 
Albert H. Kleffman of the West Presbyterian Church 
of Wilmington, who gave the invocation and the bene- 
diction and Dr. H. T. McGuire of New Castle, the 
toastmaster (see cut). 

In recognition of many years of medical service, three 
Wilmington doctors were honored by Dr. McGuire at 
the banquet. They are Drs. I. Lewis Chipman, Sr., 
Norwood W. Voss and Victor D. Washburn. 

The scientific session was comprised of five scientific 
speakers interspersed with discussion periods and time 
to visit the exhibits. 
> A one-day postgraduate program was held by the 
Maryland chapter in conjunction with Johns Hopkins 
Hospital and School of Medicine on February 9. A 
Johns Hopkins staff presented the lectures. They were: 
Drs. Eleanor Delfs, associate professor of obstetrics ; 
Alexander Schaffer, associate professor of pediatrics; 
Leighton Cluff, assistant professor of medicine; Ivan 
Bennett, associate professor of medicine; Alfred Bla- 
lock, professor and director of the department of sur- 
gery ; Robert Robinson, professor of orthopedic surgery 
and orthopedic surgeon-in-charge; W. W. Scott, pro- 
fessor of urology and urologist-in-charge; Grant E. 
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New Alabama Officers for the Ensuing Year—NVew officers of the 
Alabama chapter are shown in an official greeting. They are (left 
to right) Drs. William E. Doggett, Jr., president; E. Julian Hodges, 
president-elect; W. 3. 8. Owings, member of the board of directors; 
and Arthur F. Wilkerson, an alternate delegate to the Assembly. 


Guests and Officers of Delaware Chapter— Special guests at the 
Delaware meeting in December are shown with the new officers: 
Dr. Elton Resnick (left to right), president-elect of the chapter, 
Dr. Eugene J. Szatkowski, president, Dr. W. D. Snively, Jr., vice pres- 
tdent and medical director of the Mead Johnson Company; Dr. 
John R. Fowler, retiring president of the Academy; and Dr. Martin 
B. Pennington, retiring president of the chapter. 


Delaware Diners—One of the distinguished guests at the banquet 
of the Delaware chapter was immediate past president of the 
Academy, Dr. John R. Fowler. Seated at the head table (left to 
right) are; The Reverend Dr. Albert H. Kleffman of the West 
Presbyterian Church in Wilmington; Mrs. H. T. McGuire; Dr. Fow- 
ler; Dr. Martin B. Pennington, immediate past president of the Dela- 
ware chapter; Dr. H. T. McGuire, the toastmaster; Dr. Eugene J. Szat- 
kowski, the new chapter president; Mrs. Pennington; Mrs. Szatkow- 
ski; Dr. Elton Resnick, chapter president-elect; and Mrs. Kleffman. 
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a complete 
prenatal | 
formula, 


phosphorus-free! 


If you find your patients complain exces- 
sively of muscle cramps due to high phos- 
phorus intake, prescribe CYESICAPS. Each 
capsule provides 22 vitamins and minerals 
plus purified intrinsic factor concentrate; 
calcium is supplied as calcium lactate, its 
most readily assimilated form. This well- 
balanced formula is indicated throughout 
pregnancy and lactation. 


Dosage: 1 or 2 capsules 3 times daily. 


a Lederle exclusive, for more rapid and 
complete absorption. No oils, no paste, 
no aftertaste! 


PRENATAL VITAMIN-MINERAL CAPSULES LEDERLE 


Six capsules supply: 


Calcium (as 600 mg. 

Intrinsic Factor Concentrate........... 1.5 mg. 
6,000 U.S.P. Units 
400 U.S.P. Units 
Thiamine Mononitrate (B:)............. 1.5 mg. 
15 mg. 
6 mcgm. 
150 mg. 
Caicium 6 mg. 
Vitamin K (Menadione)...............- 1.5 mg. 
lron (as FeSO, exsiccated)............. 15 mg. 
Vitamin E (as Tocophery! Acetate)....... 61.U. 
lodine (as Kl)............. 0.1 mg. 
0.9 mg. 
Potassium (as 5 mg. 
Manganese (as Mn0O2)..........---006- 0.3 mg. 
Magnesium (as 0.9 mg. 
Molybdenum (as Na:MoO;.2H.0).... 0.15 mg 
ZINES (OS 0.5 mg. 


*Reg. U.S. Pat. Off. 


Liderte) LEDERLE LABORATORIES DIVISION aweascav Cyanamid company PEARL RIVER, NEW YORK 
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Ward, associate professor of surgery; A. Earl Walker, 
professor of neurological surgery and neurological sur- 
geon-in-charge ; C. Lockard Conley, associate professor 
of medicine and Julius Krevans, assistant professor of 
medicine. The welcoming address was presented by Dr. 
Russell A. Nelson, director of the hospital. Chapter 
members were luncheon guests of the hospital. 

> Dr. L. H. McDaniels of Tyronza, Ark. was a special 
dinner guest as well as a scientific speaker at the 
eighth annual meeting of the Oklahoma chapter held 
February 6-7 in Tulsa. His dinner address was entitled 
“The Medicine of Tomorrow.” Both days featured 
roundtable luncheon discussions with Drs. R. C. Gen- 
try and J. F. York presiding. The second day featured 
a breakfast with Dr. N. O. Hart presiding followed by 
a business session. 

Scientific speakers were: Drs. Newton D. Smith, Ft. 
Worth, Tex.; R. T. Tidrick, Iowa City, Ia.; James L. 
Dennis, Oakland, Calif.; Wm. F. Guerriero, Dallas; 
Edward H. Hashinger, Kansas City, Kan. and Edward 
L. Compere, Chicago. 

The ladies’ entertainment featured a luncheon and 
style show at the Sky Terrace of the Tulsa Club. 
Allan Fariss of the Utah Tailoring Mills presented the 
fashions which included some Dior creations. 
> The Philadelphia (Pennsylvania) chapter is spon- 
soring a postgraduate course in diagnostic and thera- 
peutic advances in cardiovascular disease, on the after- 
noon of Sunday, April 29. Topics to be covered will 
include: cardiac catheterization, isotopes in cardiac 
disease, ballistocardiography, cardiospectograms, the 
diet in heart disease, newer cardiac drugs, and surgical 
treatment of acquired heart disease. The meeting will 
be held at the Klarh Auditorium at Hahnemann Medical 
College in Philadelphia. 
> At a December meeting of the Jefferson County 
(Kentucky) chapter, Dr. Eugene Kremer of Louisville 
was installed as president. Other new officers are Drs. 
W. W. McKee, also of Louisville, president-elect; A. V. 
Simon of Middletown, vice president; E. B. Morgan, 
secretary and Homer Martin, treasurer, both of Louis- 
ville. Dr. J. A. Bishop of Jeffersontown is the retiring 
president. 
> The St. Louis (Missouri) chapter convened Janu- 
ary 24 for a joint meeting with the Subcommittee on 
Mass Casualties of the Committee on Trauma of the 
American College of Surgeons. Dr. Carl A. Moyer, chief 
of surgery at Washington University, moderated a 
panel discussion on concept of emergency medical care 
and priorities for treatment. On the panel were Drs. 
Oscar H. Hampton, chairman of the subcommittee; 
Louis T. Byars, assistant professor of clinical surgery at 
the university, and Thomas H. Burford, Washington 
University professor of surgery. 


GP April 1956 


> The Nassau County (New York) chapter is jointly 
sponsoring a full-scale educational program, most of 
which is being presented through the courtesy of the 
Meadowbrook Hospital in Oyster Bay. Other county 
hospitals are also participating. Co-sponsoring the 
project is the Nassau County Medical Society. 
Elected president of the Albany County (New York) 
chapter at a recent meeting was Dr. Robert L. Mac- 
Dowell of Delmar. Others who will serve with him are 
Drs. Willard Warring, president-elect; Frances Vos- 
burgh, vice president and Harry Jasper, secretary- 
treasurer, all of Albany. 
> Dates have been set for the eighth annual meeting 
of the Wisconsin chapter. It will be held September 
16-18, again in Milwaukee. The headquarters will be 
the Plankinton House. The first day of the three-day 
session will be devoted to business sessions. Monday 
and Tuesday will be concerned with the scientific 
program at the Milwaukee Auditorium. Dr. A. J. San- 
felippo is chairman of the meeting and Dr. E. T. 
Harrington is in charge of the scientific speakers. 
Both are from Milwaukee. 
> Eighteen subcommittee chairmen were appointed 
recently for the annual Texas chapter meeting, by 
General Chairman Ben Bayer. The meeting is slated 
for September 16-19 in Houston. Among those named 
were Dr. Ben Walpole of Houston, general co-chair- 
man; Mrs. Lyman Blair, chairman of the ladies auxili- 
ary; and Drs. Charles Behrens, Gus Miller, Lyman 
Blair, Donald Gready, Homer Taylor, William Sher- 
rill, Milton Littell, J. N. Messer, F. Scott Glover, Cecil 
Jorns, Lawrence W. Johnson, Frank Cole, Sidney 
Ohlhausen and Sheldon Tucker. 
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All the benefits of prednisone 
and prednisolone 
plus positive antacid 
action to minimize 
gastric distress 


Multiple Compressed Tablets of ‘Co-DeLTra’ 
and ‘Co-HyDELTRA’ are designed to help the 
physician cope with the problem of gastric dis- 
tress which might otherwise become an obstacle 
to therapy with the newer steroids prednisone 
and prednisolone. Each Multiple Compressed 
Tablet is specifically formulated as a “tablet 
within a tablet” to provide stability and to re- 
lease in sequence antacid and anti-inflammatory 


components, 
MULTIPLE 
ComPRESSED 
TABLETS 
Prednisone Buffered 


and 


Supplied: Multiple Compressed Tablets of 
*Co-DexTra’ and ‘Co-HyDELTRA’, each contain- 
. ing 5 mg. prednisone or prednisolone, 300 mg. of 
dried aluminum hydroxide gel, U.S.P., and 50 


mg. of magnesium trisilicate, U.S.P., bottles of 
30 tablets. 
Philadelphia 1, Pa. ‘Co-Devtra’ and ‘Co-HypeLTRA’ 
Division OF MercK & Co., INC. are the trademarks of Merck & Co., INC. 
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